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Ladies and Gentlemen:

The Task Force o Study the Developmental Disabilities Administration Rate Payment Sysiems
was created by Senate Bill 485 (Chapter 33 of the 2007 Laws of Maryland) and House Bill 1009 (Chapter
34 of the 2007 Laws of Maryland). The task force was directed fo: 1) review the cxisting rate system for
‘community-based services funded by the Developmental Disabilites Administration and determine its
strengths and weaknesses; 2) identify current mandates for service delivery; 3) consider costs as reported
in the Developmental Disabilities Administration cost report; 4) compare the cost of cuirent mandates for
service delivery to the level of funding provided by the State; 5) consider promising practices in rate
systems in other states that fund appropriate and individual sopports in a cosi-effective manner, which are
consistent with local and national best practices; 6) identify changes in the reimbursement system that
further support self-directed services and implantation of best practices; and 7) develop recommendations
to address the problem of the structural under-funding of community services.

The task force held seven meetings between October 12, 2007 and May 8, 2008, At these
meetings the task force heard public testimony from advocates, consumers, providers, the Siate Board of
Nursing, the Commmunity Services Reimbursement Rate Comumission (CSRRC) and a national expert on
developmental disabilities payment systems. The task force discussed a myTiad of issues including: the
history of the fee payment system, Developmental Disabilities Adnunistration (DDA) cost report data,
information from other states reimbursernent systems, assessmenti tools, waiting Bist information,
transporiation issues, nursing mandates, previous rale increases, add-on rates, self-directed services,
Community Supported Living Arrangements (CSLA), supported employment (SE), and matrix levels.

This report describes the activities and recommendations of the Task Force to Study the
Developmental Disabilites Rate Payment Systems.
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Executive Summary

The Task Force to Study the Developmental Disabilities Administration Rate Payment
Systems was created by Senate Bill 485 (Chapter 33 of the 2007 Laws of Maryland) and
House Bill 1009 (Chapter 34 of the 2007 Laws of Maryland). The task force was
directed to: 1) review the existing rate system for community-based services funded by
the Developmental Disabilities Administration and determine its strengths and
weaknesses; 2) identify current mandates for service delivery; 3) consider costs as
reported in the Developmental Disabilities Administration cost report; 4) compare the
cost of current mandates for service delivery to the level of funding provided by the
State; 5) consider promising practices in rate systems in other states that fund appropriate
and individual supports in a cost-effective manner, which are consistent with local and
national best practices; 6) identify changes in the reimbursement system that further
support self-directed services and implantation of best practices; and 7) develop
recommendations to address the problem of the structural under-funding of community
services.

The task force held seven meetings between October 12, 2007 and May 8, 2008. At these
meetings the task force heard public testimony from advocates, consumers, providers, the
State Board of Nursing, the Community Services Reimbursement Rate Commission
(CSRRC) and a national expert on developmental disabilities payment systems. The task
force discussed a myriad of issues including: the history of the fee payment system,
Developmental Disabilities Administration (DDA) cost report data, information from
other states reimbursement systems, assessment tools, waiting list information,
transportation issues, nursing mandates, previous rate increases, add-on rates, self-
directed services, Community Supported Living Arrangements (CSLA), supported
employment (SE), and matrix levels.

Findings and Recommendations

Cost reports and audited financial statements submitted by providers to the
Developmental Disabilities Administration indicate that the financial condition of
providers has worsened in recent years. This is measured by an increase in the number of
providers reporting negative operating margins (expenses exceed revenues) and negative
net assets (liabilities exceed assets), and a reduction in the average operating margins and
current ratios. A report presented to the task force by the Community Services
Reimbursement Rate Commission evaluating the operating margins of developmental
disability providers by service category shows that the median margin for supported
employment services is -4.43% and the median margin for day services is -2.67%. The
information on provider financial status would indicate that adjustments to the rates paid
for services to individuals with developmental disabilities are warranted.

After deliberation of the discussions and comments from the meetings, the task force
endorses the following specific recommendations for changes to the Developmental
Disabilities Administration rate system. Because the overall budget impact of these
recommendations is considerable, and certain changes have a compounding effect, the




Developmental Disabilities Administration will need to act prudently in implementing
these recommendations. Priority should be given to improving the rate system for
supported employment and day services, which are the services with the greatest level of
underfunding on recent cost reports.

The recommendations are as follows:

1. Assess consumers receiving DDA-funded services on a regular basis using
reliable assessment tool.

2. Adjust the rates annually to account for changes in costs.

3. Revise matrix to add components that will replace add-ons to rates by accounting
for those services within the matrix.

4. Adjust the administrative component of the rates to add costs for the nursing
assessment and training. Further recommend that the-Board of Nursing provide
more guidance to the Developmental Disabilities Administration on ways to
reduce the frequency of nursing assessments and training hours. Finally the task
force encourages the Board of Nursing to work with the Developmental
Disabilities Administration on future regulation and statute changes to include
fiscal impact on providers.

5. Revise the calculation for the day services rates to change from a 7 day basis to a
5 day basis.

6. Phase-in rate system changes in a manner that does not reduce revenues for
providers.

7. Inform community providers of the methodology for creating service hours in
CSLA to allow providers to count hours provided to 2 or 3 individuals at the same
time and place.

8. Inform community providers of exceptions to the attendance requirements for
supported employment of 4 hours per day.

The task force recommends that the Developmental Disabilities Administration assemble
a small workgroup to develop specific changes in the rate system.

vii




Introduction

This report describes the activities and recommendations of the Task Force to Study the
Developmental Disabilities Rate Payment Systems. The first part of the report
summarizes the establishment of the task force. The second part describes the activities
of the task force, including a discussion of the information gathered from various sources.
The third part provides recommendations of the task force.

Establishment of the Task Force

The Task Force to Study the Developmental Disabilities Administration Rate Payment
Systems was created by Senate Bill 485 (Chapter 33 of the 2007 Laws of Maryland) and
House Bill 1009 (Chapter 34 of the 2007 Laws of Maryland) to examine issues related to
the Developmental Disabilities Administration Rate Payment System. The Task Force
was directed to examine:

(1) Review the existing rate system for community—based services funded by the
Developmental Disabilities Administration and determine its strengths and
weaknesses;

(2) Identify current mandates for service delivery;

(3) Consider costs as reported in the Developmental Disabilities
Administration’s cost report;

(4) Compare the cost of current mandates for service delivery to the level of
funding provided by the State;

(5) Identify promising practices in rate systems in other states that fund
appropriate and individualized supports in a cost—effective manner, which are

consistent with local and national best practices;

(6) Identify changes in the reimbursement system that further support self—
directed services and implementation of best practices; and

(7) Develop recommendations to address the problem of the structural under—
funding of community services.

The enabling legislation directed the task force consist of the following members:

one member of the Senate of Maryland, appointed by the President of the Senate;
one member of the House of Delegates, appointed by the Speaker of the House;
the Secretary of Health and Mental Hygiene, or the Secretary’s designee;

the Secretary of Budget and Management, or the Secretary’s designee;

one representative from the Maryland Association of Community Services;

one representative from the ARC of Maryland;




¢ one representative from People on the Go;

o four representatives of Developmental Disabilities Administration-funded
community-based providers, including a provider of residential supports, a
provider of supported employment supports, a provider of day habilitation
services, and a provider of community-supported living arrangements;

e one representative from the Community Services Reimbursement Rate
Commission;

e one individual familiar with rate systems for community services in Maryland and
in other states; and

¢ one representative from the Developmental Disabilities Council.

-

The Secretary of Health and Mental Hygiene was chérged with designating the chair of
the task force from its membership. The Department of Health and Mental Hygiene was
charged with providing staff for the task force.

Since all of the required appointments of members were not completed until September
2007, the task force was not able to schedule its first, organizitional meeting until
October 12, 2007. As a result, there was insufficient time for the task force to fulfill the
work required under Chapters 33 and 34 before the date to report final findings and
recommendations to the General Assembly (December 31, 2007). The Chairman wrote to
the Governor, the President of the Maryland Senate and the Speaker of the House of
Delegates to request an extension until June 2008.

Work of the Task Force

The 14-member task force met seven times between October 12, 2007 and May 8, 2008.
At these meetings the task force heard public testimony from advocates, consumers,
providers, the Board of Nursing, the Community Services Reimbursement Rate
Commission (CSRRC), and a national expert on developmental disabilities payment
systems. The issues discussed included the history of the fee payment system, cost
reports and audited financial statements submitted to the Developmental Disabilities
Administration (DDA), information from other states reimbursement systems, assessment
tools, waiting list information, transportation issues, nursing mandates, previous rate
increases, add-ons, self-directed services, Community Supported Living Arrangements
(CSLA), Supported Employment (SE), and matrix levels. Table 1 provides a list of all of
the issues set out by the legislature to be discussed and during which meeting they were

- discussed.




Table 1: Issue Areas Discussed by the Task Force

Meeting Date

Issue as identified in Senate Bill Oct12 | Dec13 | Jan 14 Feb 11 Mar 10 Apri16 | May38
485/House Bill 1009

(1) Review the existing rate system
for community—based services
funded by the Developmental

Disabilities Administration and 4 . ) 4 4 ‘/ “
determine its strengths and
weaknesses;

(2) I.dentifyf current mandates for Wi Z v
service delivery,

(3) Consider costs as reported in the
Developmental Disabilities v v
Administration’s cost report;
(4) Compare the cost of current
mandates for service delivery to the 7 v
level of funding provided by the
State;

(5) Identify Consider promising
practices in rate systems in other
states that fund appropriate and
individualized supports in a cost— v v
effective manner, which are
consistent with local and national
best practices;

(6) Identify changes in the 1
reimbursement system that further 9 o
support self—directed services and
implementation of best practices;
(7) Develop recommendations to
address the problem of the structural e P
under—funding of community
services

The complete meeting minutes are accessible at the task force web site at
http://ddamaryland.org/taskforce.htm.

The following are summaries of the discussion had at each of the task force Meeting.

October 12,2007 Meeting

The task force held its first meeting on October 12, 2007, at which organizational issues
were discussed. Chairman James Johnson reviewed the purpose of the task force as
defined by the enabling legislation' and led a discussion of minimum criteria to be
considered in the rate setting system. The minimum criteria included:

e Rates must enable very individualized services, including a menu plan

! See Appendix #1




* Rates must be consumer centered and not push services toward congregate
settings

* There must be standard rates that are equitable across all providers

® The rate system must be integrated into the DDA management information
system (PCIS2) and allow for efficient federal billing

¢ There must be an objective method to determine the level of services for
individuals

Members of the task force added other suggestions including building inflation into the
system, available means to adjust rates when individuals needs change, a system for X
compensating service providers when an individual leaves a provider, adding geographic
considerations to where consumer is being served. Delegate Montgomery pointed out
that the management information system should not be the sole driver for changing rates
nor should the programming of the computer system interfere with rate changes.

Audrey Waters, Acting Deputy Director of the Developmental Disabilities
Administration, presented a history of rate-setting in the Dev&lopmental Disabilities
Administration’, aggregate cost report data from fiscal year 2007° and information on
other states relmbursement 4ystems for providing community services to people with
developmentally disabilities”.

The history of rate-setting in the Developmental Disabilities Administration began with
the implementation of the Prospective Payment System (PPS). The PPS system had two
rate components: a consumer or individual component based on individual need and a
provider component based on administrative, general, capital and transportation costs.
This system developed into a system of inequitable payments and the Developmental
Disabilities Administration replaced PPS with the current Fee Payment System (FPS) in
1998. Under FPS the Developmental Disabilities Administration continues with two rate
components, but the provider component is now a flat rate. Converting from PPS to FPS
meant some providers gained revenue while other providers lost revenue. This
conversion occurred over a three-year period (FY 1998 — FY2000). FPS has now been
extended to supported employment services. The FPS system is based on rates for
congregate services with add-on components for services not reimbursed through the rate
system. The Office of Health Care Quality reviews the level and quality of services
provided.

Appendix 3 shows cost report information for FY 2006 by category of service: residential
services, day services, supported employment and CSLA. The data shows that supported
employment programs are losing money whereas CSLA programs are profitable.
Residential and day services show modest losses in FY 2006. Transportation costs
continue to play a large role in many of the programs. There was a request from task
force members for information about profitability, capacity and movement from the
waiting lists. This data will be provided at the next meeting. The issues with

* See Appendix #2
? See Appendix #3
* See Appendix #4




reimbursement that are preeminent include: transportation and nursing issues, staff
development, dental reimbursement and caregiver interactions after consumer enters
system.

Appendix 4 shows data on developmental disabilities rate reimbursement systems from
other states. All states have a Medicaid Waiver to maximize use of federal funds to
support community services.

To correct some of the funding problems in Maryland’s developmental disabilities rate
reimbursement system, task force members suggested that the current matrix system be
updated with regular reassessments of individual needs, expansion of the matrix to
accommodate add-on components, and regular inflationary increases in the rates.
Members also expressed concern about the lack of fiscal notes for State Board of Nursing
regulations that impact providers.

The following list of information was requested by the task force for review at the next
meeting:

* Reports from Community Services Reimbursement Rate Commission web site
Rate systems, per capita funding, and waiting lists from other states: AZ, VT, NH
Budget increases for rates, wage initiative
Copies of assessment tools
# of utilization slots/services providing vs. vacancies
# of individuals in other states per service type
# served in MD per service type
List of contacts
Unfunded mandate discussion items

December 3, 2007 Meeting

The task force held its second meeting on December 3, 2007. Prior to the meeting
information requested by task force members at the October 12 meeting was distributed.’

The Task Force discussed different assessment tools for determining level of services
needed. Ms. Waters explained that assessments are performed by an independent agency.
DDA uses a 5 x 5 matrix that uses a 5-point system to assess both health/medical needs
and supervision/assistance needs. The current DDA residential model is based on a 3
person-per-house model. The matrix assessment is based on documentation received
from multiple sources including medical professionals, education professionals and
families. In 1997 a freeze was put on matrix levels indicating that an individual would
have the same matrix score for as long as they were in the FPS system. Consequently,
the matrix is completed upon entry of an individual into the system, but is not redone on a
regular basis. Instead of updating the matrix add-on rates are used, which are completed
at the regional offices. Providers present information on additional support needs for

* See Appendix #5




individuals and the regional office works with the provider and the consumer to
determine level of need.

Extensive discussion occurred on the fact that as people age in the system, add-ons are
the only recourse available to providers for the additional services required. The freeze
on the matrix system and the inflexibility of the system in general places obstacles and
barriers for serving consumers of advanced age or disability. The current payment
system does not take into account inflation, increased needs, unfunded mandates such as
nursing requirements and increased transportation costs. There were some questions
about who pays for the requirement to follow more stringent physician orders.

There was an acknowledgment of the increased need for support as individuals receiving
services progress. Questions were raised about whether an individual would need less
support as they progress; if more frequent or systematic review of consumer’s needs
would be helpful; whether a new matrix/assessment tool is needed; and if the wage
initiatives helped contend with inflationary increases. Members pointed out that different
assessment tools could not only help with accurate payments-put also could be used to
look at outcome measures for consumers. The current Individual Indicator Rating Scale
(IIRS) assessment tool does not allow for that.

The committee next reviewed the CSRRC reports that had comparisons between services
provided and found that there was much variation among providers. The report also
looked at workers and the differences in wages and turnover between providers. There
were questions about regional commonalities and about the number of providers that are
consistently in the margin of financial difficulty.

January 14, 2008 Meeting

The third meeting of the task force was held on January 14, 2008. The meeting included
a report on reimbursement systems from Dr. Charles Moseley, National Association of
State Directors of Developmental Disability Services.® Dr. Moseley’s report included a
review of promising practices in rate systems in other states that fund appropriate and
individual supports in a cost-effective manner, which are consistent with local and
national best practices. This report indicated the State of Vermont made a conscious
decision to dedicate a portion of the funding each year to maintaining the existing
provider network, with the balance dedicated to adding new placements. He described
different types of resource allocation - prospective based on statistical data, retrospective
based on a developmental model, and mixed. Dr. Moseley discussed the differing models
used by several states. He also discussed the use of different assessment tools and the
strengths and weaknesses of each. Dr. Moseley addressed the policy issues surrounding
rate payment systems, including individual flexibility, adequate coverage of costs, self-
direction, and cost containment.

Public testimony touched on the fact that'Maryland has not rebased and that the payment
system has not moved from the 3-bed model. Mr. Marty Lampner from The Chimes

¢ See Appendix #6




suggested that Maryland’s rating pool is non-reliable and not valid, but that the use of a
third party contractor (MAPS-MD) to perform matrix assessments has helped with
reliability.

The issue of transportation services was also discussed at this meeting. Mr. Johnson
discussed how assessment should include individual’s needs specific to transportation.
The providers on the task force pointed out that transportation is funded under the
provider component of FPS, a flat rate system, which does not take into account
differences in urbanization versus rural, nor does it encourage greater independence for
consumers because it does not take into account transportation for social situations or
weekend service. There are also differences in the type of transportation used (curb to
curb, wheelchairlift vans, public transportation) and in the level of supervision needed
when individuals are transported. The data on transportation is inconsistent, making it
difficult to assess how to change the system to better serve individual needs. Public
testimony highlighted the growing costs of transportation from gas increases to increases
in maintenance of vehicles.” Transportation that is equipped to function for individuals
with disabilities is costly to purchase and maintain. The reimbursement costs do not
cover the costs of providing transportation when all the factors needed to provide
transportation are factored in. Task force members discussed ways to improve reporting
of transportation costs so that it is better understood on costs reports. A suggestion was
made to segregate costs for gas, maintenance, vehicle purchase and staff.

February 11, 2008 Meeting

The fourth task force meeting was held on February 11, 2008. The first part of this
meeting focused on the additional nursing requirements for providers. Senator Paula
Hollinger, Pat Noble and Barbara Newman from the Board of Nursing spoke to the task
force about nursing requirements. The requirements were set in the Code of Maryland
Regulations (COMAR) in 1989 which charges nurses to assist Maryland citizens with
developmental disabilities who are supported in community settings. In 1992 COMAR
regulations were adopted that established the requirements for 45 days site visits so that
nurses can be case managers. The Board of Nursing asserts that nurses are needed to
conduct these site visits in order to check client prescription medication use, inspect tubes
and monitor therapeutic and other effects. The nurses are there to coordinate care that is
more complex. In response to a question from task force members, the panel indicated
there is a need for oversight by nurses, because even in less complex cases some issues
have occurred of expired over-the-counter drugs, and many of the more independent
individuals with developmental disabilities are not as diligent in medication adherence
and compliance. The medical technicians who support individuals on a regular basis are
not trained to know the medications consumers are taking and the possible dangers.

Task force members raised issues with the process of certifying and training certified
medical technicians. There was a 16 hours training program for DDA providers that
started in March 2007. The training was initially taught by a LPN, but now must be
taught by a RN, increasing training costs. The course itself was also increased from 16

7 See Appendix #7




hours to 20 hours, making it impossible to be taught during 2 work days, increasing costs
for shift coverage for workers and increasing overtime payments. Further, the
requirement for individuals to have a health care provider instead of medical technician
increases costs on the health care side for providers. The fiscal note that was attached to
the proposed legislation was limited to the impact on the Board of Nursing but did not
reflect the impact on the providers that have to deal with the results of the requirements.

In terms of licensing certified medical technician the members of the Board of Nursing
pointed to the online renewal and the efforts they are making to make the process
smoother and quicker. This system is making it easier to find and track applications.
They are allowing people to work 60-90 days without certification following the initial
training while completing the certifications process. The providers contend that the
training of the certified medical technician takes money and time and they would like to
know quicker if they cannot be certified so that they do not waste the time or money.

The Board has made changes, such as not requiring background checks for renewals, in
order to facilitate the process. The use of Human Resources Applicant Tracking (HRAT)
can help providers categorize patients that need medical supervision as compared to those
that just need someone to help with activities of daily living.

Public testimony by Laura Howell from the Maryland Association of Community
Services (MACS) indicated that the rate sgfstem does not compensate for the additional
nursing requirements or provider training®. In 2004 new regulations came out that said a
LPN cannot conduct trainings or participate in the 45 day review process. The increased
requirements for training hours and for nurses to do trainings put extra burdens on the
providers and there was not adjustment for these costs in the rates. All these changes also
put more demand on the delegating nurse. Testimony from Mr. Marty Lampner from
The Chimes further reiterated the fact that the current rate system never contemplated
paying for nursing services and with the graying of America, people in the system that
need nursing services has increased tremendously since the regulations were written in
1986°. The nursing care plan can be expensive for provider and can be onerous on rural
areas. Ms. Rosemarie Dejoiner, a nurse administrator, testified that unfunded nursing
mandates with medications adherence and 45 day reviews are difficult to support and that
a possible solution is to let the delegating nurse make recommendations about how often
individuals should be seen.

Mr. Johnson and Ms. Waters provided a review of DDA budget data for previous rate
increases, the value of add-ons and the comparison of rates and expansion in DDA.
March 10, 2008 Meeting

The fifth task force meeting was held on March 10, 2008. The purpose of this meeting
was to discuss the different programs/models that exist in the Developmental Disabilities

¥ See Appendix #8
® See Appendix #9
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Administration. Task force members discussed the strengths and challenges of each
program. Many of the providers on the task force expressed concern about the level of
funding for the supported employment program, indicating there was significant room for
improvement in funding for this service. Ms. Lyle provided information to the task force
making the case for increasing rates for employment services'!. Other task force
members concurred that over the years funding had been increased to put the program on
equal financial footing with the day program, but that that was still not enough. One
reason cited for the increased costs associated with the supported employment model is
the one-on-one nature of this model, which increases administrative burden. With equal
funding for supported employment and day services, there are no incentives for providers
to provide supported employment services. Another major component of supported
employment is transportation, and with the increases in gas prices it costs more because
of the one-on-one nature of the program. Since there is no differentiation in the payment
levels for supported employment and day services, concern was expressed about the lack
of accurate data on how many people are doing supported employment and what
industries/workplaces are employing workers with developmental disabilities.

An issue was raised about the cost differential for supported employment activities from
the beginning stages of job development until employment begins. Providers responded
that they do not get paid when they are looking for a job for a consumer, but they still
have to hire someone to be a job coach and find the job. There is an issue for many
individuals who are employed only part-time but still need transportation and
supervision, which is not factored into the system. A suggestion was made about using
grant funding to help support work coaches and facilitate the process of finding
employment. Several providers questioned the use of this method as funding levels could
be unstable and require greater administrative work. A comment was made that low
payment rates leads to high turnover.

Public testimony was provided by Karen Lee from SEEC, who supported much of what
was discussed by the task force members. Ms. Lee added that it is a matter of work force
investment - the better we match individuals to proper work the less support they need,
whereas the worst we match individuals to work the more support they need. She
indicated that there is a problem with the financial model for supported employment and
day services rates, as service days are divided by 7 days/week while services are actually
only provided 5 days/week. Testimony was also given by Alliance about their inability
to keep employment specialists because of the pay scale and increased case load. They
also expressed problems with obtaining reimbursement for individuals working for /2 day
suppgrted or ¥» day of day services, or for individuals that are not able to work 4 hours a
day.

There were public testimonies from Michael Bloom, Barbara Moore, and Ken Capone
consumers who use self-direction about the benefits of self-directed services. These
benefits included the ability to hire and fire staff. They identified problems with living
arrangements for individuals in CSLA and FPS, who cannot live together if they have a

"' See Appendix #11
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different funding stream. In self-direction people have greater independence. The New
Direction waiver is a promising “best practice” that should be expanded. The testimonies
all urged the task force to keep the funding in the waiver.'®

Tim Wiens from Jubilee Association and Rick Callahan from Arc of Central Chesapeake
gave public testimony on Community Supported Living Arrangements (CSLA) and the
flexibility and independence this program allows individuals. If an individual does not
like their CSLA provider they only have to change providers not housing, unlike in
residential services in which if the individual does not like the provider they have to also
find a new place to live. The problem with CSLA is the funding is insufficient to support
market rate housing and a suggestion was made that DDA should adopt HUD housing
guidelines housing rates. Testimony was also provided that CSLA rates should allow the
flexibility of providing services to more than one individual at the same setting, and be
reimbursed for both services, and that it is impossible to provide 30 hours of individual
services and nursing service at the current payment level. !

April 16, 2008 Meeting ~

The sixth task force meeting was held on April 16, 2008. The purpose of this meeting
was to discuss the matrix levels and draft recommendations for the final report.

There was a presentation by Mark Schulz'® on matrix funding levels. The presentation
demonstrated the difference between the amount providers spend on services to
individuals and what is being paid by DDA. The analysis focused on the difference in
the hourly wage supported in rates compared to what the providers spent. Driven by the
State initiative to increase direct care wages, providers increased spending and wage
levels. The DDA rates for wages did not keep pace with these changes. There was a
question about provider fundraising filling the gap between what is provided and DDA
payments. Many of the providers say that this is unrealistic, especially in these hard
economic times. There was a suggestion about matching dollars from the county but
Delegate Montgomery mentioned that those dollars will be increasingly unreliable. In
addition to the difference noted above, the FPS rate also does not include overtime costs
or leave/vacancy/holiday allowances. Many of the providers felt these costs should be
built into the rates or given as an addition to the rates by DDA.

There was suggestion to eliminate some of the add-ons and put higher fringe benefit rates
into the rate system to eliminate some of the problems with the rates. Ms. Waters
explained that add-ons are negotiated on a case-by-case basis between the provider and
the DDA regional offices. Funding is often dependent on resource allocations within
DDA. Once approved, add-on rates are included in the DDA budget. There were
questions about whether increasing the rates to eliminate add-ons would benefit all
providers or result in reduced funding allowances for some.

1 See Appendix #13
" See Appendix #14
'* See Appendix #15
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There was discussion about wages for employees and the inability of providers to keep
staff due to low wages, which in turn increases overtime and staff turnover. Providers are
experiencing a 40% turnover rate. Questions were asked about the benefits that providers
offer such as pensions and 403b plans. The direct care wage initiative encouraged these
extra benefits, but providers did not offer the benefits at the percentages encouraged by
DDA, opting instead to increase hourly wages. They offer retirement benefits after the
1% year so don’t incur costs due to turnover within the first year of employment.
Healthcare costs have increased 15% in recent years and the providers had to assume
those costs. The fringe rate paid by providers for direct care workers is much closer to
27%, whereas the cost of fringe benefits for administrative positions average 20% due to
the fact that they earn a higher wage and benefits are a smaller percent of their overall
costs.

Residential services pose a problem because they need to have full time housing
counselors and for individuals with awake overnight they need to provide one on one
staff. Residential providers also have to deal with staffing issues for holiday and
weekend relief, as well as transportation issues for appointments and social events during
off-hours. These pressures, combined with inadequate inflation allowances in the FPS
rate system, have reduced the flexibility of providers to deal with individual needs
identified on the Individual Plan and have reduced consumer choice. Providers are
working at a loss and dipping into reserves to stay afloat.

Mr. Adkins provided the task force with an analysis of the costs of 1-1 staffing and the
inadequacy of the current rate methodology.'® Vicki Callahan of Opportunity Builders
offered public testimony in support of many of the issues discussed at the meeting.!”

The task force had a discussion on the draft recommendations, including the core
principles for the reimbursement system. There was some discussion on the principle of
equitable payments. Dr. Lovell wanted to ensure that principle meant that providers in
higher cost areas of the State, such as Montgomery County, continue to get rates that
contain regional adjustments. The suggestion was made to add language to that principle
to clarify if geographical differences in payments should continue.

Rather than design a new rate system, the consensus of the task force was to make
changes to the current system. In considering detailed changes to the DDA rate system,
there was a suggestion to form a work group to deal with issues with the funding levels in
the matrix.

Mr. Johnson led a discussion about the funding history for DDA. Changes were made to
tables in response to members’ comments that the original tables were confusing. The
revised tables show changes based on expansion and not overall budget. Ms. Lyle
suggests that what is missing from this section is the purpose of the task force and the
problem that we are trying to address. Perhaps what might best illustrate the point of the
purpose and need for the task force is charts that show data trends over time of how

'® See Appendix #16
'" See Appendix #17




providers are faring, such as the number of providers that are experiencin g operating
deficits. Mr. Giovanis offered to provide information at the next task force meeting on
provider financial status for the past 6-7 years. This information will also show the
relative profitability of day, supported employment, CSLA and residential services by
provider. This background information, together with the DDA funding history, will give
a better picture of the overall financial situation for providers. Preliminary results
indicate that providers are experiencing a worsening fiscal situation in recent years.

There was discussion about including language in the final report that indicates that
budget constraints may limit funding to address both expansion of services to individual§’
with developmental disabilities and improvements in the rates. Some task force members
felt that it was not the job of the task force to address this budget issue and that it was
somehow giving the State reason not to deal with inadequate funding for rates. Mr.
Giovanis pointed out that every year the Community Services Reimbursement Rate
Commission has recommend increases in provider rates and it has only been granted
twice. He suggested including a paragraph in the report about specific policy choices.
Mr. Schulz sees this statement as an opportunity to say we haye to plan better for
providing for DD services given current and future budget constraints.

A question was raised about comparing DDA and other DHMH agencies, such as MHA.
In other agencies are the funds being used for expansion or increases in rates? How do
these agencies compare in the percentage increase they get for inflation and wages? Mr.
Johnson indicated that in Medicaid most funding goes towards adjusting rates for existing
programs and not toward expansion. Examples include increases for the hospitals,
nursing homes and MCOs for inflation adjustments. By comparison, the increase in
DDA is used more heavily towards expansion of services and not for inflation
adjustments.

Mr. Johnson asked about changing the assessment tool and indicated that he did not Bet
the sense from earlier discussions that that is something the task force wants to address.
Task force members indicated that changing the assessment tool would require changing
the matrix system, which would be a monumental task that would require large-scale
system changes. There is the belief among some members of the task force that there is
no need to change the assessment tool. If new funding is not added to the DDA rates it
may be best to follow Arizona’s example of setting a standard within the current system
and work towards funding that benchmark. It was pointed out that we are considering an
item in which we spend $2.5 million on and it may be worth it to look and see if the State
is using the right assessment tool. In response, a suggestion was made that instead of
changing the assessment for all individuals that we change the assessments for a smaller
sample of individuals on a pilot basis.
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May 8, 2008 Meeting

The seventh task force meeting was held on May 8, 2008. The purpose of this meeting
was to discuss the financial status of providers and the recommendations for the final
report.

Graham Atkinson, D.Phil, who provides staff assistance to the Community Services
Reimbursement Rate Commission, presented information on the most recent cost reports
and audited financial statements from community services providers'®. The presentation
highlighted the report data from 110 audited financial statements and DDA cost reports,
which were used to investigate provider fiscal status. The report focused on the median
levels for the providers, as this discounted outliers — providers with unusually high or low
reports. The report found:
* in 2007 34% of providers have negative operating margins
* since 2000-2005 the financial measures for providers improved, but that trend
reversed itself in 2006 with mixed results, and in 2007 with all of the five
financial factors
¢ median margins for supported employment and day services have been losses in
2006-2007, and the median margin for residential services shows a modest loss
in 2007; only CSLA reports a surplus in both 2006 and 2007
In conclusion the overall condition of providers shows deterioration. The financial status
of providers is not good and is declining with Supported Employment (SE) being of most
concern.

Delegate Montgomery expressed concern about the losses in supported employment that
may be an incentive for providers to cut employment programs and put people back in
workshops. Mr. Romans asked what a reasonable operating margin would be, and Dr.
Atkinson commented that in the hospital system the expectation is that hospitals
consistently make 3-5% profit each year. He also commented that it is not a healthy
situation for 34% of providers to be losing money. Another question was raised about
commonalities among providers and services losing money. Dr. Atkinson replied that
CSRRC looked at finances by region and there was not a disproportionate number in any
one region, but they had not looked at it by service. Mr. Giovanis pointed out the
commission asked Dr. Atkinson to look at everything in total and that they did not look at
individual providers, as that is the role of DDA. The CSRRC role is to look at it on a
macro level and systemic level.

Next the task force reviewed the recommendations for the final report. At the outset,
feedback was received on grammar and factual corrections in the draft report. Ms Lyle
suggested that the task force include some language on transitioning youth programs
because these are the first to be cut in the legislature. Delegate Montgomery suggests
tying the concept of these transitioning youth programs and supported employment into
the larger workforce development movement.

'® See Appendix #18




Mr. Johnson noted that after today’s presentation by Dr. Atkinson, some changes to the
tables on the financial condition of providers would be made to reflect the median

number, which is a better indicator. A suggestion was made to clarify language

describing these tables to indicate that despite the emphasis on funding increases for
expansion of services in DDA, prior funding levels have not been sufficient to meet the
demand, as evidenced by the large waiting list. Mr. Schnorf raised concerns about the
sentence that talks about the state revenue growth and suggested that DDA budgets have
not increased by double the rate of State revenue growth. Mr. Johnson offered to look

into getting the actual state growth percentages and modifying that statement accordingly. _

Mr. Johnson provided the task force members with a letter from Dr. Lovell'® requesting
alternate wording to the core principle dealing with equitable rates. Following a
discussion about the proposed language, which sought to expand on the definition of
equitable rates to include geographic and programmatic differences, the task force
members chose not to adopt the proposed language.

The issue of changing the assessment tool was discussed. The #onsensus of task force
members was that the assessment tool should not be changed unless the funding was
going to change. It was suggested that consideration of a change in the assessment tool
should be included in a strategic plan for DDA. Mr. Johnson pointed out that draft
recommendation #1 dealt with reassessing individuals more often to determine changes
to their needs, as measured by their matrix levels. This recommendation is costly, with
an estimated cost of $2.6 million per year to reassess every individual on a four-year
cycle. Concern was expressed about limiting the reassessments to once every four years,
as some consumers need more frequent reassessment and others need less frequent
reassessment. It was generally agreed that assessments should account for major changes
in an individual’s status, such as a major medical event. However, it is unlikely that
providers would request a reassessment if the individual’s needs lessen. Providers on the
task force expressed doubts that needs would lessen over time. In order to provide a
benchmark to judge the value of reassessing all individuals receiving services, it was
suggested that a pilot program of a randomly selected group of individuals be reassessed
in addition to those self-selected by the provider. DDA needs to ensure that the
assessments from the pilot program and the self-selected pool are representative of all
providers and consumers at different levels of need. Finally, a proposal was made to use
objective language, such as documented change in skill level, behavior or medical
condition, to warrant a reassessment.

For draft recommendation #2, which recommends updating rates annually, Delegate
Montgomery suggested the words “reasonable increases” are ambiguous. The task force
members agreed to change “reasonable increases” to “changes”. Mr. Romans suggested
that the task force consider allowing DDA to take back funds from providers that are
above a certain profit margin and redirect the funds to those not doing so well, as is the
practice in other State programs. There was concern from members that this would
penalize providers that are efficient or that have successful fundraising activities in a
given year,

1 Appendix #19
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Draft recommendation #3 replaces add-on rates with changes to the matrix. Mr. Johnson
pointed out that this was a budget neutral proposal and should reduce administrative costs
for both providers and the State. Mr. Schulz suggests that for some people the variations
in what they need are so different that one flat level will not fit, so the recommendation
should not completely eliminate add-on rates.

Draft recommendation #4 deals with nursing issues. There were several suggested
changes to the wording, especially concerning the authority of the task force to direct
Board of Nursing actions. It was agreed that the task force would recommend that the
Board of Nursing provide guidance to DDA on ways to limit nursing requirements. It
was also agreed that this recommendation is not budget neutral, as DDA rates have not
been increased in the past to reflect these mandated services. The task force members
also expressed concerns about informing the legislature about funding needs when
mandates are added through legislation or regulation. Representatives from the Board of
Nursing questioned the basis for the recommendation, but subsequently provided
clarification that regulation changes in 2004 and 2005 required that 45 day site visits be
performed by registered nurses and that training programs be increased from 16 hours to
20 hours.

Draft recommendation #5 recommends revising the calculation of day and supported
employment rates from 7-days/week to 5-days/week. This change would increase the
funding levels dramatically. Consequently, it was recommended that the rate levels be
adjusted to avoid creating a large surplus in these programs.

The task force members agreed that phasing in rate system changes in a way that is
intended to avoid creating “winners and losers”, as proposed in draft Recommendation
#6, was appropriate. There was a discussion about CSLA programs, which are
experiencing positive operating margins (median margin 9.33% in FY07), although DDA
audits are taking funds back as a result of audit disallowances. Any changes in ﬁJture
rates needs to account for these audit disallowances.

The task force was supportive of recommendations #7 and #8, which do not change DDA
policy, but request that DDA inform providers about nuances in the rate system.

There were several general comments, including comments about congruity between the
executive summary and the recommendations, and the lack of coverage in the final
report/recommendations for programs such as New Directions waiver and residential. A
discussion ensued about the costs of room and board for residential providers, with a
recommendation to direct that future SSI increases be used to offset increases in room
and board costs. This recommendation was not adopted by the task force.

Mr. Johnson suggested another recommendation be added for DDA to develop a small
work group to look at the specific changes in matrix levels. The task force members
concurred.

15




Laura Howell from MACS provided public comments on measurement of provided
services and establishing a benchmark of reasonable costs to provide services. She also
suggested the task force acknowledge that cost reports reflect what people feel they can
spend, and that the task force focused their recommendations on supported employment
and not did not address residential services.
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Findings and Recommendations of the Task Force

Cost reports and audited financial statements submitted by providers to the
Developmental Disabilities Administration indicate that the financial condition of
providers has worsened in recent years. The Community Services Reimbursement Rate
Commission uses the information submitted to DDA to evaluate the financial condition
of providers. This is measured by the number of providers reporting negative operating
margins (expenses exceed revenues) and negative net assets (liabilities exceed assets),
and a review of median operating margins (revenues over expenses), median current
ratios (current assets over current liabilities), and the percentage of providers with a
current ratio less than 1 (current liabilities exceed current assets). Median margins and
median current ratios are used, rather than a simple average (the mean), as the median
excludes the effects of outliers of unusually high or low costs. Table 2 shows
information from the Community Services Reimbursement Rate Commission
summarizing provider financial status from FY 1999-2007 cost reports and audited
financial statements. For 2007, all of the measures used to evaluate provider financial
status would indicate that adjustments to the rates paid for services to individuals with
developmental disabilities are warranted.

Table 2 By 99T EYOOF I FROONSIIENGD | ENUO3TINRKI04. | EMa5IFEY Oali E Y07
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margin
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The Community Services Reimbursement Rate Commission also provided information
evaluating the operating margins of developmental disability providers by service
category. This information shows that the median margin for supported employment
services has expenses that consistently exceed revenues, and the median margin for day
services shows increased losses in the most recent year. Residential services have also
shown losses in recent years, while CSLA services are operating with robust operating
margins. Although CSLA services are doing well in recent years, the revenues




attributable to CSLA are small compared to other services showing losses and recently
the DDA has indicated that the CSLA service margins could be reduced due to the result
of audits. Table 3 shows the median operating margin for each service as a percentage of
revenues.

Table 3 Residential Day SE CSLA

FY06 Median Margin 0.54 -0.20 -5.20 9.33

FY07 Median Margin -0.97 -2.67 -4.43 7.65

% of Revenue 61 19 11 9 r

Table 4 shows the breakdown of the total funding increase in the community services
budget for fiscal year 2000 until 2008. The annual budget increase for community
services ranged from 7% to 12%, significantly higher than the growth in State revenues.

Table 4 | Community Services Overall
Budget Increase % Change
FY00 31,583,484 10.3%
FYO01 24,970,371 7.4%
FY02 33,519,543 9.2%
FYO03 46,654,838 11.8%
FY04 30,922,226 7.0%
FYO05 42,520,131 9.0%
FY06 37,967,358 7.3%
FY07 46,241,729 8.3%
FYO08 47,865,419 8.0%

Table 5 shows the breakdown of the amounts of funding increases in DDA community
services for expansion of services, annualization and rebasing of existing commitments,
COLAs, wage increases and other inflation adjustments. This information shows that
funding increases for expansion of services, annualization and rebasing have been more
consistent than funding increases for COLA, wages and inflation. Excluding the direct
care wage initiative, in 4 of the past 9 years there has been no inflation allowance for
community programs, in two years the inflation allowance was $1.5 million, and in the
other 3 years the inflation has been $6-$12 million. In comparison, the increases for
service expansion and annualization have consistently been $20-$30 million each year. It
should be noted that despite these increases in services, the waiting list for individuals
with developmental disabilities seeking services through DDA continues to grow.
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Table 5 Service Annualization/ | Wage Initiative | Inflation/Rate | Inflation/Wage
Expansion Rebasing Increase Increase % Change
FYO00 11,609,913 18,473,571 0 1,500,000 0.5%
FYO01 12,208,872 6,072,905 0 6,688,594 2.1%
FY02 11,951,019 10,792,874 0 10,775,650 3.1%
Fle3 12,241,067 16,743,097 16,170,674 1,500,000 4.7%
FY04 12,362,958 4,005,661 14,553,607 0 3.5%
FYO05 13,592,198 11,140,192 17,787,741 0 4.0%
FY06 9,997,196 11,730,587 16,239,575 0 3.3%
FYO07 23,786,334 6,215,820 16,239,575 0 3.1%
FY08 128688352 21,440,758 0 12,036,923 2.1%

The information from Tables 2-5 are somewhat contradictory, but might indicate a need
for greater prioritization of funding for base programs and inflation in order to maintain a
strong, viable provider network.

In changing the rate system to adequately compensate providers for the services they

render to individuals with developmental disabilities, the task force members agree that
the rate reimbursement system must include the following core principles:
e Rate system must support consumer driven choice
e Rates must be equitable across all providers
o There must be an objective method to determine the levels of services needed by
each individual
e Rates must be adequately funded, with regular inflation adjustments
e Rates must be adjusted to reflect the changing needs of individuals

After deliberation of the testimony, discussions and comments from the meetings, the

task force endorses several specific recommendations for changes to the Developmental

Disabilities Administration rate system. Because the overall budget impact of these

recommendations is considerable, and certain changes have a compounding effect, the
Developmental Disabilities Administration will need to act prudently in implementing
these recommendations. Priority should be given to improving the rate system for
supported employment and day services, which are the services with the greatest level of
underfunding based upon recent cost reports.

The recommendations of the task force are as follows:

1. Assess consumers receiving DDA-funded services on a regular basis using a
reliable assessment tool.

The Task Force had much discussion about the changing needs of individuals served
in community programs, especially noting differences in services needed due to the
aging of the DDA population. The current rate setting process freezes the payment
level based on the initial assessment, which does not allow for adjusting the

reimbursement based on changes in the individual’s needs. This recommendation

would institute an assessment of individuals with a documented change in skill level,
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behavior or medical condition, in order that the reimbursement system recognize the
changing needs of the population. Further, in order to assess if more comprehensive
assessments of all individuals is needed, DDA should assess a random sampling of
individuals each year. There would be a cost of approximately $1 million to conduct
2,500 assessments, and there is likely to be an increase in rates to reflect the changing
needs of the population, although the amount is indeterminate. The costs of the
assessments and the subsequent increase in rates are not specifically included in the
current DDA budget. DDA may consider adopting a new assessment tool, especially
for new services funded through rates or for new waiver services. The adoption of a
new assessment tool should not be implemented in a way that reduces revenues from
the current rate system. ' :

Update the rates annually to account for changes in costs.

The Task Force also heard testimony from many sources about the need to provide
inflation adjustments annually. While the wage initiative provided substantial
increases in funding for direct care wages and fringe benefits, no funding allowances
were made for costs of utilities, food, insurance, vehicles, dental services and other
routine operating costs during that period. Subsequent “COLA” adjustments have
been deemed inadequate to address routine operating costs (utilities, food, insurance,
vehicles, dental services, etc.), leaving no funding for salary and fringe benefit
increases. Future rate updates must address both salary and non-salary items to
portray actual cost of operations for community providers, as recommended by the
Community Services Reimbursement Rate Commission. It is recommended that the
cost reports submitted to DDA be used to compile a “market-basket” of provider -
costs that can be used to develop weights for proportions of input costs which could
be used for the update adjustment.

Revise matrix to add components that will replace add-ons to rates by
accounting for those services within the matrix.

The matrix provides reimbursement rates for certain needs, but add-on rates are
sometimes needed to address costs, such as awake overnight supervision, that exceed
the matrix schedule. Add-ons must be requested by the provider and approved at the
discretion of the DDA. In FY08, 26% of billed services have an add-on rate, which
increases billing by requiring more information from the provider and more review on
the part of the DDA. Expanding the matrix to eliminate or reduce add-ons will result
in administrative efficiencies for both providers and State/DDA, as reimbursement
can be handled through the existing rate system in an objective manner. Expanding
the matrix will allow new matrix scores that incorporate some aspects of the add-ons
to be funded as part of the rate reimbursement process. DDA should establish rates to
make implementation of this action budget neutral. The add-on rates for certain
services may still need to continue as those services may not lend themselves to the
matrix.
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4. Adjust the administrative component of the rates to add costs for the nursing
assessment and training. Further recommend that the Board of Nursing provide
guidance to the Developmental Disabilities Administration on ways to reduce the
frequency of nursing assessments and training hours. Finally the task force
encourages the Board of Nursing to work with the Developmental Disabilities
Administration on future regulation and statute changes to include the fiscal
impact on providers.

The Board of Nursing requlrement for frequent assessment of consumers by nursing
professionals has resulted in an unfunded mandate for providers, increasing nursing
costs and increasing costs for training nursing employees, without a commensurate
increase in rates. The task force recommends that an allowance be included in the
administrative component of the rates for nursing assessments and training. The task
force also recommends the Board of Nursing provide guidance to the Developmental
Disabilities Administration on ways to reduce the frequency of nursing assessments
and training hours for providers of developmentally disabled services without
decreasing quality of care and include such in the Board of Nursing requirements.
Finally, the task force noted that prior regulation changes by the Board of Nursing did
not include the fiscal impact on providers. The task force encourages the Board of
Nursing to work with the Developmental Disabilities Administration on future
regulation and statute changes to include fiscal impact on providers.

5. Revise the calculation for the day services rates to change from a 7- day basis to a
5-day basis.
Currently the rates being paid to providers of day services are based on seven days of
service per week. Because these services are offered only five days per week, a
provider will only get 5/7 of the payment. Providers assert that this calculation is
causing them to be underfunded. According to an analysis done by DHMH this
change would have resulted in an increase in payments in FY06 of approximately
$14.6 million in day services and $8.2 million in supported employment.to the DDA
budget. However, the FY06 costs report indicates losses of $7 million for supported
employment and a break-even situation for day services. Changes are merited in the
rates but adjustments must be made to ensure that services are not over-funded.

6. Phase-in rate system changes in a manner that does not reduce revenues for
providers.
The task force recommends that any changes not be implemented in a way that is
intended to reduce funds for certain providers in order to fund increases for other
providers. Rather than creating “winners and losers”, changes in rates should be
phased-in over time, gradually implementing enhancements to the rate system.

7. Inform community providers of the methodology for creating service hours in
CSLA to allow providers to count hours provided to 2 or 3 individuals at the
same time and place.

For providers that have residents that include 2 or more people, services can be
provided to more than one individual at the same time. Some providers were under




the impression that they could only bill for 2 hours. It is efficient to provide services
to more then one individual at the same time and is presently allowed within the DDA
rate system. Currently providers can bill for each individual served as compared to
the aggregate hours served in the residence.

. Inform community providers of exceptions to the attendance requirements for
supported employment of 4 hours per day.

DDA regulations generally require that individuals engage in 4 hours of supported
employment per day before a provider can receive reimbursement, but exceptions
may be granted. Testimony indicated that several providers were not aware of the
exception to this requirement. DDA regulations state that as long as the Individual
Plan (IP) stipulates the individual cannot engage in 4 hours of program activities then
a provider can be reimbursed for a full attendance day if the individual works less
than 4 hours. There is some flexibility in the system that allows exceptions so that
providers can bill for those hours spent in supported employment to day or ISS

systems.
.

Finally, adopting specific changes to the DDA rate system will involve lengthy, detailed
review of data. It is the recommendation of the task force that Developmental
Disabilities Administration involve a small workgroup to conduct the reviews and
develop specific changes in the rate system.
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APPENDIX #1
MARTIN O'MALLEY, Governor Ch. 33

CHAPTER 33
(Senate Bill 485)

AN ACT concerning

alo-smaitk ¢ nétalDisabilities to Study the D‘evelopmental
Disabilities Administration Rate Payment Systems

Task.Force S s p s oo BRI LS el g

f Health and Mental Hygiene to establish the Task Force to Study the

Developmental Disabilities Administration RatePayment Systems; providing

for the membership of the Task Force; requiring the Pask—Feree—to——ecloet
Secretary of Health and Mental Hygiene to appoint a chair; requiring the
Department of Health and Mental Hygiene to provide staff for the Task Force;
providing for the duties of the Task Force; prohibiting members of the Task
Force from receiving certain compensation; authorizing members of the Task
Force to receive certain assistance upon approval of the Secretary of Health and

Mental Hygiene; requiring the Task Force to report to the Governor, the Senate = -

Finance Committee, the Senate Budget and Taxation Committee, the House
Health and Government Operations Committee, and the House Appropriations
Committee; providing for the termination of this Act; and generally relating to
the Task Force en<the—Strsetursl Under-fundina SECSSLIEE: ermsiaps—fox
Iadivsdusls—d isabilities to  Study the

Administration Rate Payment Systems.

Preamble

Developmental Disabilities

WHEREAS, Community services for individuals with developmental disabilities
- should be high quality and individualized to meet each person’s needs; and

WHEREAS, 22,000 individuals with developmental disabilities, with over
16,000 more on the Waiting List, depend upon the community services funded by the
State of Maryland; and

WHEREAS, The viability of community services for individuals with
developmental disabilities is threatened by structural under—funding; and
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WHEREAS, Maryland ranks 44th nationally in its fiscal effort to fund and
support services for individuals with developmental disabilities; and

WHEREAS, National best practices in community—based supports include
self-directed services and customized employment; and

WHEREAS, Without a timely solution to the structural under—funding,
State—funded community—based providers will be unable to continue to provide quality
services that are accessible throughout Maryland; now, therefore,

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF
MARYLAND, That:

and Mental valene shall estabhsh a Task Force to Studv the Develonmental

Disabilities Administration Rate Payment Systems.
(b)  The Task Force esasists shall consist of the following members:

(1) One member of. the Senate of Maryland, appointed by the
President of the Senate;

(2)  One member of the House of Delegates, appointed by the Speaker
of the House;

(3)  The Secretary of Health and Mental Hygiene, or the Secretary’s

designee;

(4) The Secretary of Budget and Management, or the Secretary’s
designee;

(5)  One representative from the Maryland Association of Community
Services;

(6)  One representative from the ARC of Maryland;
(7)  One representative from People on the Go;

(8) Four representatives of Developmental Disabilities
Administration—funded community—based providers, including a provider of
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residential supports, a provider of supported employment supports, a provider of day
habilitation services, and a provider of community-supported living arrangements;

(9)  One representative from the Community Services Reimbursement
Rate Commission; and

(11) One representative from the Developmental Disabilities Council.

(c) The Secretary of Health and Mental Hygiene shall appoint the
nondesignated members of the Task Force. j

(d) The s P EO—I e OerS—RRa aleat o olbosn Secretarv Of Health and
Mental Hygiene shall appoint the chair of the Task Force from its membership.

(e)  The Department of Health and Mental Hygiene shall provide staff for the
Task Force.

() A member of the Task Force may not receive compensation as a member -
of the Task Force but is entitled to reimbursement for expenses under the Standard
State Travel Regulations, as provided in the State budget.

(g) On approval of the Secretary of Health and Mental Hygiene, the
Department shall provide assistance to members requiring additional services to
attend meetings of the Task Force.

(h) The Task Force shall:

(1)  Review the existing rate system for community-based services
- funded by the Developmental Disabilities Administration and determine its strengths
and weaknesses;

(2)  Identify current mandates for service delivery;

(3)  Consider costs as reported in the Developmental Disabilities

Administration’s cost report;

&5 (4) Compare the cost of current mandates for service delivery to the
level of funding provided by the State;
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&4 (5) Identifsy Consider promising practices in rate systems in other
states that fund appropriate and individualized supports in a cost—effective manner,
which are consistent with local and national best practices;

&3 (6) Identify changes in the reimbursement system that further
support self-directed services and implementation of best practices; and

@ (1) Develop recommendations to address the problem of the structural
under—funding of community services.

1) The Task Force shall ‘report its findings and recommendations by
December 31, 2007, to the Governor, and, in accordance with § 2-1246 of the State
Government Article, the Senate Finance Committee, the Senate Budget and Taxation
Committee, the House Health and Government Operations Committee, and the House
Appropriations Committee.

G) After the Task Force has submitted its final report, the Task Force shall
continue to advise the Governor and the Maryland General Assembly on the
implementation of its recommendations.

SECTION 2. AND BE IT FURTHER ENACTED, That this Act shall take effect
July 1, 2007. It shall remain effective for a period of 1 year and 1 month and, at the
end of July 31, 2008, with no further action required by the General Assembly, this
Act shall be abrogated and of no further force and effect.

Approved by the Governor, April 10, 2007.
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CHAPTER 34
(House Bill 1009)

AN ACT concerning

Task Force an-the

aiswith-Developmental Disabilitie: to Study the Developmental
Dlsabllltles Adm1n1strat10n Rate Payment Systems

b Iadissdis Hes requiring the DeDartment
of Health and Mental Hv,cnene to estabhsh the Task Force to Study the
Developmental Disabilities Administration Rate»‘;Eavment Systems; providing
for the membership of the Task Force; requiring the Fesk—Eoree—to—clost
Secretary of Health and Mental valene to appoint a chair; requiring the
Department of Health and Mental Hygiene to provide staff for the Task Force;
providing for the duties of the Task Force; prohibiting members of the Task
Force from receiving certain compensation; authorizing members of the Task
Force to receive certain assistance upon approval of the Secretary of Health and
Mental Hygiene; requiring the Task Force to report to the Governor, the Senate .
Finance Committee, the Senate Budget and Taxation Committee, the House
Health and Government Operations Committee, and the House Appropriations
Committee; prov1d1ng for the termmatmn of thls Act and generally relatmg to
the Task Force o=tk : 3

sabilities  to Studv the Develonmental D1sab1l1t1es
Admlmstratlon Rate Pament Systems.

Preamble

WHEREAS, Community services for individuals with developmental dlsab1ht1es
. should be high quality and individualized to meet each person’s needs; and

WHEREAS, 22,000 individuals with developmental disabilities, with over
16,000 more on the Waiting List, depend upon the community services funded by the
State of Maryland; and

WHEREAS, The viability of community services for individuals with
developmental disabilities is threatened by structural under-funding; and
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WHEREAS, Maryland ranks 44th nationally in its fiscal effort to fund and
support services for individuals with developmental disabilities; and

WHEREAS, National best practices in community-based supports include
self-directed services and customized employment; and

WHEREAS, Without a timely solution to the structural under—funding,
State—funded community—based providers will be unable to continue to provide quality
services that are accessible throughout Maryland; now, therefore,

SECTION 1. BE IT ENACTED BY THE ‘GENERAL ASSEMBLY OF
MARYLAND, That:

and Mental Hyggene shall estabhsh a Task Force to Study the Developmental
Disabilities Administration Rate Payment Systems.

(b)  The Task Force eensists shall consist of the following members:

(1) One member of the Senate of Maryland, appomted by the
President of the Senate;

(2)  One member of the House of Delegates, appointed by the Speaker
of the House;

(3) The Secretary of Health and Mental Hygiene, or the Secretary’s

designee;

(4) The Secretary of Budget and Management, or the Secretary’s
designee;

(5)  One representative from the Maryland Association of Community
Services;

(6)  One representative from the ARC of Maryland;
(7)  One representative from People on the Go;

(8) Four representatives of Developmental Disabilities
Administration—funded community-based providers, including a provider of

) =




MARTIN O'MALLEY, Governor Ch. 34

residential supports, a provider of supported employment supports, a provider of day
habilitation services, and a provider of community—supported living arrangements;

(9)  One representative from the Community Services Reimbursement
Rate Commission; and

(11) One representative from the Developmental Disabilities Council.

(c) The Secretary of Health and Mental Hygiene shall appoint the
nondesignated members of the Task Force. :

(d) The Fes] i Secretary of Health and

Mental Hygiene shall appoint the chair of the Task Force from its membership.

(e)  The Department of Health and Mental Hygiene shall provide staff for the
Task Force.

® A member of the Task Force may not receive compensation as a member
of the Task Force but is entitled to reimbursement for expenses under the Standard
State Travel Regulations, as provided in the State budget.

(8 On approval of the Secretary of Health and Mental Hygiene, the
Department shall provide assistance to members requiring additional services to
attend meetings of the Task Force.

(h) The Task Force shall:

(1) Review the existing rate system for community-based services
.funded by the Developmental Disabilities Administration and determine its strengths
and weaknesses;

(2)  Identify current mandates for service delivery;

(8) Consider costs as reported in the Developmental Disabilities

Administration’s cost report;

&5 (4) Compare the cost of current mandates for service delivery to the
level of funding provided by the State;

< o1
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&5 (5) Identify Consider promising practices in rate systems in other
states that fund appropriate and individualized supports in a cost—effective manner,
which are consistent with local and national best practices;

&3 (6) Identify changes in the reimbursement system that further
support self-directed services and implementation of best practices; and

&3 (7) Develop recommendations to address the problem of the structural
under—funding of community services.

(1) The Task Force shall report its findings and recommendations by
December 31, 2007, to the Governor, and, in accordance with § 2-1246 of the State
Government Article, the Senate Finance Committee, the Senate Budget and Taxation
Committee, the House Health and Government Operations Committee, and the House
Appropriations Committee.

@) After the Task Force has submitted its final report, the Task Force shall
continue to advise the Governor and the Maryland General Assembly on the
implementation of its recommendations.

SECTION 2. AND BE IT FURTHER ENACTED, That this Act shall take effect
July 1, 2007. It shall remain effective for a period of 1 year and 1 month and, at the
end of July 31, 2008, with no further action required by the General Assembly, this
Act shall be abrogated and of no further force and effect.

Approved by the Governor, April 10, 2007.
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Maryland Developmental Disabilities Administration

Fee Payment Service (FPS) History
October 12, 2007

* FPS was developed using the Prospective Payment System (PPS) as the base.

* PPS was based on two rates — a client and a provider component.

o The provider component was based on four cost centers — administrative,
general, capital and transportation (A, G, C, & T). Each provider’s ~
AGC&T was based on costs reported through cost reports. '

o The client component was for direct care and tied to a matrix of twenty- :
five levels of need. This component also included regional rate
adjustments that increased for certain high-cost areas (Washington and
Wilmington Metro) and decreased for rural areas. The client component,
with the exception of the regional adjustments, was the same for all
providers.

* PPS developed into a system of inequitable payments?Even if the costs for two
providers were similar, the provider that was able to document higher costs
received higher payments than the provider that was not able to do so.

* DDA implemented cost containment measures on the provider component by
placing ceilings floors and ceilings on the year-to-year changes in AGC&T.

¢ To “fix” PPS, DDA and the provider community developed FPS which is the
current payment system used to reimburse providers for residential, day and
supported employment services.

* FPS was effective May 1, 1998.

e FPS is also based on two rates — the provider and individual component.

o The provider component pays a flat rate for A, G, C, & T. This'was
arrived at in a cost-neutral manner by bringing all providers to the
weighted mean AGC&T. Doing so meant some providers gained money
and others lost money over the four-year phase-in period.

o The individual component was unchanged and continued to be based on
direct care and tied to a matrix of twenty-five levels of need. This
component also included regional rate adjustments that increased for
certain high-cost areas (Washington and Wilmington Metro).

. * Those agencies with higher provider components than the mean under PPS were
phased in under FPS — 3% decrease from the July 1, 1997 funding level as of May
1, 1998; 7% decrease as of December 31, 1998; and 12% decrease as of
December 31, 1999.

* DDA continued to fund augmentation contracts for residential and day programs
(payments for services not reimbursed through the rates) until July 1, 2002 when
these services were reimbursed via FPS add-on rates.

* DDA began reimbursing providers for supported employment services through
FPS as of July 1, 2002. '

* Problems with FPS

o FPS is a funding system that reimburses providers for congregate services.
This means providers must base their costs on a congregate service model,




and such a model may create problems for providers as they try to deliver
individualized services. As an example, if a provider is staffing a three-
person ALU and one person moves out, the provider still has the full
expenses for the ALU but one-third less revenue.

FPS’s system of add-on components, while solving the problem of
separate augmentation contracts, is not fully compatible with the
congregate-services funding model. It is difficult to reconcile the
additional hours provided with add-ons with the shared hours in the base
rates.

A better system for today’s service philosophy would be one similar to the
CSLA Payment System in which reimbursement for services is based on
each individual’s needs.
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- APPENDIX #4

Maryland Developmental Disabilities Administration

DD Services Payment Systems of Other States
October 12, 2007

Alabama

Alabama uses standard rates for day habilitation services. They have eight levels of payments:
four levels without transportation and four levels with transportation (reimbursed at $6 per day).
The first three levels of each are determined using the ICAP (Inventory for Client and Agency
Planning) assessment tool and the fourth level for each is for people needing 1:1 support. The
transportation rates are used if the provider must transport the individual at least ten miles as the
crow flies.

The residential rates are determined by a spreadsheet completed by providers. The provider fills
in how many hours of support a person needs during the day and at night and also enters the
number of people to be served at the site. The spreadsheet then calculates the rate of reimburse-
ment. Alabama is spending $179 per day on average for residential services, or about $65,000
per year.

Arkansas

Arkansas uses a cost-reimbursement system based on review of individual plans. Plans are re-
viewed and services and costs are preapproved up to a maximum for the service. The maximum
for individual or group supportive living is $160 per day, or about $58,000 per year. The maxi-
mum for their “pervasive level of support” is $356.32 per day or about $130,000 per year. If the
plans indicate the high cost level, then a standardized assessment (they use the ICAP) must be
administered and other documentation provided before the high costs are approved. If consum-
ers share staff, as in a congregate setting, then the staff costs is divided equally or prorated ac-
cording to the individuals’ needs.

Georgia

Georgia pays an hourly, daily, or monthly rate based on the type and frequency of service. The
service components and frequency are determined by the Individual Service Plan. They have re-
cently started using the AAIDD Supports Intensity Scale (SIS) to help determine the services,
and their intensity, to be included in the ISP.

For residential services, Georgia pays a daily rate of $155.56 per day for 324 days (6.2 days per
week), which equates to $50,401 per year. Day services may include day habilitation, supported
employment, or day supports. Day Habilitation is the traditional facility-based service and is re-
imbursed hourly up to $17,510 per year. Supported employment is reimbursed hourly up to
$6,912 per year. Day supports may include facility-based services but must include nonfacility
community activities. Day services are paid by a monthly unit unless an individual is not able to
receive a minimum number of hours per month, in which case hourly units may be billed. The




monthly rate is $870.83, or $10,450 per year. Georgia is planning to implement new payment
systems as a result of the recent approval of new HCBS Waivers.

Kentucky

Kentucky pays per diem rates for residential-type services. Foster care is reimbursed at
$112.49 per day (341,059 per year), group homes are paid $126.35 per day ($46,118 per
year), and staffed residences (small individualized homes) receive $168.46 per day ($61,488

per year).

Day services, called “Adult Day Training,” are reimbursed in fifteen-minute increments
equating to $10-$12 per hour, depending whether the service is on or off site. Kentucky also
adds intensity payments to the standard rates for individuals with hi gh NC-SNAP (North
Carolina-Support Needs Assessment Profile) scores.

o
Mississippi

Mississippi pays $55 per day ($20,075 per year) for supervised residential habilitation apart-
ments serving no more than three individuals who receive 24/7 support. However, the pro-
viders of these services are regional centers, schools, and mental health centers, so it is
possible the rate does not cover costs that may be subsidized by other means. Mississippi
also pays $21 per hour for supported living using on-call staff for a maximum of seven
hours per week. Day habilitation is paid at $14.28 per hour and prevocational services re-
ceive $11 per hour. Again, these providers are regional centers, schools, and mental health
centers.

North Dakota

North Dakota offers a range of residential and day services, including supported living ar-

rangements, apartments, supported employment, and day programs. With all of the services,

the North Dakota Department of Human Services negotiates initial rates with each provider

at the beginning of the fiscal year, requires the providers to submit audited cost reports after
. the fiscal year is over, and reconciles payments to each provider’s costs.

Ohio

Ohio has guidelines for paying for homemaker/personal care staff employed by companies
and for those independently employed. Direct-support staff is paid $10.39 plus fringe, and
supervisors are paid $15.86 per hour plus fringe.

Page 2




T0O:

Eif,F ﬁii:i APPENDIX #5
Maryland Department of Health and Mental Hygiene

201 W. Preston Street « Baliimore, Marvland 21201

Martin O"Malley, Govemor — Anthomy G, Brown, Li. Governor - Jolm M. Colmers, Secratary

Developmesntal Dissbilities Administration
Michas] 8. Chepmen, Director

DDA Rate Task Force Members

FROM:  Audrey S. Waters | Uﬁw [
Acting Deputy Direcidrs —_D

DATE: November 21, 2007

RE:

Information
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Attached are several documents to review before our next mesting:

 J

CSRRC Analyses of FY 2006 Cost Reports

CSRRC Direct-Support Worker Wage Rates of DDA Providers — Fiscal Year 2006

CSRRC The Financial Situation of Providers of Commumity Services Contracting with DDA, Fiscal
Years 1999 throngh 2006

State of the States in DD:2005 — Waiting List Information

Individual Indicator Rating Scale Information

Developmental Disabilities Support Neads Assessment Profile (DD-SNAP) Information
AAMR-Supports Intensity Scale (SIS) Information

Inventory For Client and Agency Planning (ICAP) Informetion

Have a happy holiday, I look forward to seeing you at our next meeting

Toll Free 1-877-4MD-DHNMT » TTY for Disabled - Marviand Relay Sernee 1-800-735-2258
Wb Sire. www.dhmh state md s




South Dakota

South Dakota uses spreadsheet models to determine individual costs using such factors as
ICAP scores, type of service, number of hours of service, medical services needed, and
county economic adjustments. Answering questions and filling in data on the spreadsheets
produces per-diem rates for each person.

Texas

-~

Texas uses standard rates for their community services. They pay per-diem rates for residen-
[tial and day habilitation services. For residential services, the rates range from $87.97 to
$129.56 per day ($32,105-$47,289) based on level of need. They pay $211.72 per day
($77.278 per year) for a high level of need individual. For day habilitation, the rates are
$18.47 to $46.18 per day ($4,618-$11,545 for a 250-day year) with a high need rate of
$184.75 per day, or $46,188 per year. Supported employment is paid with-and hourly rate of
$23.52, and supported living is paid with an hourly rate of $47.75.

Washington

Washington recently developed a new assessment process and rate calculator that is sched-
uled to be fully implemented by July 1, 2008. The system uses the SIS to determine six lev-
els of support, and the rates have an economy of scale adjustment. Washington currently is
paying on average $194.21 per day ($70,887/year) for supported living and $268.69 per day
($98,072/year) for staffed residential services. '
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Commumniry Services Reimbursemem Raze Commission 2

Analyses of FY 2006 DDA Cost Reports
June 2007
Executive Snmmary

Providers appear to be incurring losses on day and supporied employment programs. These
losses may be due 1o increased mansportation costs. Residential services generally operated a1 2
slim pesigve margin in 2003 and 2006, and a slim negative margin in 2004 and 2005. CSLA
services were generally profitable in 2004, as was the case in pDor vears.

Introduction
The CSRRC is required by its enabling legisiation to:

Review the data reported in the Developmental Disabilities Administration
Annpal Cost Reports and use the data to develop relative performance measures
of providers.

To this end 120 Cost Reports for fiscal vear 2006 were obained from the Developmental
Diszbilifies Administration (DDA), key fields from thess cost reponis were extracied and input
inio a database for analysis, and the analysis described in this report was then carried ouL

To zvoid any misunderstanding it will be worthwhile to discuss bow the 1emm “relative
performance measures™ is being inmterpreted for this purpose. The cost reports provide data on
costs, revenues and utilization, so the performance measures thal can be generated using the Cost
Reports are necessarily financiel and utilization measures. Accordingly, the measures that resalt
are comparisons of providers with one another. As such they do not represent comparison with
some objective standard. It will not be possible to develop outcomes measures from thess data.

Questions to be addressed

Some specific questions will be addressed by this analysis. The first item will be to provide
some general descriptive informartion regarding the range of services provided. The second will
be the relative profitability of the different types of services provided, i.e., day services.
residential services, employment services, and community supporied living arrangements
(CSLA), in total and by provider. The FPS inciudes rwo components to rates: a client cormponent
that varies depending upon client needs, and an administretive component thal is a fixed amount
per day for the particular service. In response to the directive 10 study wansporiation costs the
transportation costs and mileages will be studied.




Analysis and results
Descriptive statistics

The following table presents some summary siatistics from the Cost Reports. In this table
medians are presented rather than means as they are less influenced by outliers.

Table 1: Summary statisvics, fiscal vear 2006

CSLA Residential Day Employmszz;
£ of providers 71 9 62 63
Median Margin 9.339%’ 0.549% 0200 | -3.20%
Median Cost/Day $83.70 $192.78 $70.85 §70.86
Percentage of revenue 10% 60% - 19% 11%

These data suggest that providers are profiting from the provision of CSLA services, and are
generally losing money on supported employment services, These results are generally consistent
with the resuits found for fiscal vears 2002 through 20035, CSLA services were implemenied
relatively recently, and recentiy enrolled clients are reported 1o be more profitable than clients
who heve been with a provider for an extended period of tipe. The payments for CSLA
comprise only about 10% of the total expenditures on communiry services.

Transportation costs

The FY 2003 Cost Report was the first in which detailed data on wansportation costs and
utilization were collecied. These data were examined and large differences among providers in
transportation costs were noied. However, due to problems with the data reported the analysis of
transportation costs was delayed. The quality of the transportation data did appear to be
somewhat improved in the FY 2004 Cost Reports. although there were siill some obvious
problems. The survey forms and instructions were substantaily revised for the FY 2005 survey
10 reduce any ambiguity as 1o what should be reported. The FY 2006 Cost Report used the same
forms as the FY 2005 Cost Report. While the daa have improved over time, there are clearly
inconsistencies in the wavs in which the transportiation cost data are being reporied, so the resulis
presented below should be interpreted with caution. This is particularly the case for results by

' The median margin was calculated by first calculating the margin for each provider,
then calculating the medien of these margins. It is noi calculated from the median revenue and
median expense,
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Commumity Services Reimbursemem Rate Commission
region, where the number of providers included is ofien guite small.

The following tables provide swmmaries of the ransporiation costs per day and per mile.

Table 2: Transportation cest per client per day

Day Suppaorted - CSLA | Residential” |
Employment | |
State Median §11.99 $8.04 1 $2.92 $6.77
Central median | $11.335 | $10.54 | $3.06 §7.31
East median $9.97 1 87.73 | $2.11 $4.90
Southmedian | $16.65 [ 3910 | $2.83 | $10.55
West Median $11.58 ' §8.64 1§2.45 JB5.5

The numbers of cases within the regions are small, so the medians are subject 1 statistical
variations.

Table 3. Transportation cost per mile

i Day | Supported | CSLA Residential

? ' Emplovment

| Saaie Median §1.58 | §1.02 $0.72 $0.61

| Central median | §1.42 1§1.24 ATS7 $1.40

| East median $1.10 | $0.67 | $0.63 | $0.31 |
[ Sputh median | $2.64 $1.06 | 50.44 $0.72

| West Median | §1.77 $0.74 1 $0.72 $0.11

The numbers of cases within the regions are small, so the medians are subject 10 statistical
variagions.

Table 4: Median numbers of clients and miles per trip

| Day | Supported CSEA. Residential
P ' | Employment |
Number of clients | & |4 | ] 13
[ Miles per trip o 30 23 i 24 5

Caveats and comments

Transportation cosis are a major issue for day and supporied employmeni services. For
residental services providers the ransponation requirements are srnaller, and more varizd in
their nature, with transportation of residential cliepis to day programs genzrally being provided
by the day program.

2 The Commission considers the residential sransportatian costs reporiad here 1o be rather high given the panure of
the Transporiation services provided to residental clienis. and the Tact thet the wansporistion 10 dzy programs I8
genzrelly provided by the dzy program rather then the residential program. This issue will be revisited whea the FY
2007 Cest Reporis become available,




The data sill show substantial variation berween providers in the costs. By reporting medians the
impact of these variations is reduced. but not eliminated.

The capital cost for vehicles is based on depreciation. This underestimates the real cost in that it
does nat account for inflation. Also. many providers are likely to have vehicles that are fuily
depreciated so are not contriburing any depreciation cost

Conclusions

Providers appear 10 be incurring losses on day and employment programs. These losses may be
due 10 increased transportation costs. Residential services operaied 2t a shim positive margin in
2003 and 2006, and a slim negative margin in 2004 and 2003, CSLA services were generally
profitable. Even in services in which the median margin is positive there are still a substantial
number of providers with negative margins., and conversely for services in which the median
margin is negative, =
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Direct-Support Worker Wage Rates of DDA Providers -
Fiscal Year 2006

Execntive Summary

The resulis reported in this paper are based on wage surveys of providers conwacting with DDA.
The data on wages were for a pay period in February 2006 and for the entire fiscal year 2003, as
wall as pay period surveys from prior vears. The data reponied has been checked by DDA and
CSRRC steff. In addition, the providsrs have been reguired, since 2004, 1o have the data attzsted
1o by their independent auditors.

The wage rates of Direci-Suppont Workers increased by 6.3% from FY 2004 10 FY 2005 and by
1.8% from FY 2005 10 FY 2006. The wage rates of first line supervisors increased by 7.8% from
FY 2004 1o FY 2003, then declined by 1.3% from FY 2003 10 FY 2006.

The fringe benefit percentage and the amount paid as honuses were hasically unchanged berween
2004 and 2005.

Through FY 2003 fringe benefits remained relatively constant at 20% of wages, although the
amount paid for fringe benefits incraesed by $6.4 million from FY 2004 1o FY 2005.

Data on bonuses and fringe benefits are naturally reported on an annual basis, not for a pay
period, so are gathered in December. As a result the data for FY 2006 on bonuses and fringe
enefits are not vet available, and the data provided for these elements are for FY 2005,

The direct-support worker hourly wage rate for FY 2005 reportad in the Annoal Wage Survey
was very close 10 that reported in the February 2003 pay period survey.




Introduction

The Community Services Reimbursement Rate Commission {CSRRC) 1s required by its enabling
Sianae to compare the increase in the wages paid by providers of community services that
contract with the Developmental Disabilites Administration {DDA) with the rate increases
provided i the rates paid by DDA. In order 1o comply with this reguirement the CSRRC
designed a survey instrument, and each vear, in cooperation with DDA. carries out 2 survey of ~
these providers. The most recent survey asked for informarion on wages paid during a pay period
in February 2006. Surveys were sent to 120 providers end 118 of these providers responded 1o
the survey. Two of the responses were ot usable for purposes of this analysis, 50 116 responses
were used for the analysis reporizd below.

DDA is collecting Annual Wage Surveys that are due December 1 following the end of the fiscal
year. These Annual Wage Surveys will replace the February pay period survey in furure years,
S0 no pay period survey is planned for 2007. K

This paper reports the resuits and conclusions from the Februeny 2006 pay period survey,
compares the results cf the FY 2005 Annual Wage Survey and the February 2003 pay period
survey, and provides trends in the wage rates, fringe benefit percentzees. staff turnover rates, and
VaCancy rates.

Design and testing of the survey instrument

The first step in the design of the survey instrument was a review of survey inswuments
previously used to collect data from these providers. The design of the survey instrument was
done in conjunction with the Technical Advisory Group on DDA issues. who reviewed the
insirument, provided input on the types of dam available and nomenclatare, and suggesied
changes. The instument used in FY 2000 had been field tested by two providers, and modified
based oa their input pricr to its use. Baszed on the response 1o that survey, and the FY 2001
survey, additional minor changes were made to the FY 2002 survey form. The survey forms used
for FY 2003 were expanded 1o include more detail on frinze benefits and bonusas. The sugrvey,
without the fringz benefit form, and with some minor edfiorial changes was used again in FY
2004. For FY 2005 the survey form was simplified by combining Aides and Service Workers
imte a Direct-Support Worker cztegory and the same form was used for FY 2006 Prior to the dus
date for the FY 2003 surve) three educational sessions were provided to instruct providers on the
purposes of the survey and how the forms should be compleiad.

The Annual Wage Survey form was based on the survey instrument used for the pay period
survey, but was somewhat simplified. as the reporting of base and overtime wages and hours
were combined.

The data were checked exiensively once received. Overall reasonableness chacks were mads by
both DDA and CSRRC stz2ff. and the dats were compared with the corresponding data submirted

0




Comparison of the FY 2005 Annual Wage Survey and the pay period
survey

The February pay period survey is being replaced by an annual Wage Survey which will be due
from providers on December 1, and will include data for the entire fiscal vear. However, in
order to maintain the abiliny o 'ma}vze trends in the wage rates of the direct-support workers
both surveys were conducted for fiscal year 2003, and both will again be conducted in fiscal vear
2006. The Annual Wage Survey instrument was based on the instrument that was used for the
February pay period survey, but was simplified by combining the base and overtime hours and
wages, since it was thought that it would be difficult for providers to separate base and overtime
data when reporting the entire year. The following table compares the results for full time direc
support workers in the two survevs:

| l Pay Period Survey - 2003 FY 2005 Annual Wage Survey
' Direct-support wase rate $10.37 $10.36
Mean Tenure 143 months 43 months |
Turnover ralc [ 35% 32% |

These results are remarkably similar, particularly given that the Annual Wage Sunvey wage rate
includes overtime hours and wages, while the pay period results are just for base wages. While
the pay period survey wage rate including ovenime was $10.65, the Annual Wage Survey wage
rate would be expected to be lower than the February pay period wage rate because some
cmpim ees receive their increases after July 1, but most have received them by February,
offserting the cficet of the inclusion of overtime in Annual Wage Survey data in the table.

Staff turnover rates and tenure

The tumover rates for the employees categories for all services were:

2004 2003 2006
Direct-support workers 38% 34% 40%
First line supervisors 19%% 18% 25%

These tuimover rates are substantially jower than those experienced by the providers when this
survey was started in the 1990s. At that time the turnever rate in Maryland was around 50%%,
The literature documents turnover rates nationally from a low of 40% to over 75%. The

direct-support workers working in the community received 17.7% wage increases over the
period 2001 1o 2006. In most vears state workers who arc not at the tap of thieir scale receive an
annual wage increment. However, regular wage increments were not provided in 2004.
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in the prior year. Where errors were found the provider was asked w resubmit correcied daia.
Suarting for FY 2004 the providers were required by DDA io have their zudhior cenify the deta
provided in the survey form. These certifications are due 10 DDA December ] following the
date of the survey. This requirement has resulted in some comections being filed when the
auditors check the data.

Data on bonuses and fringe benefits are naturally reported on an annual basis, not forapay o
pariod. s0 are gathered in December. As a result the data for FY 2006 on benuses and fringe
benefits are not yet available, and the data provided for these elements are for FY 2005,

Results of the pay period survey

The pay period survey found the following state-wide full ime base wage rates (excluding fringe
henefits):

N
Wage category Direct-Support Worker | 1% line supervisor
FY 2001 $8.96 $14.82
FY 2002 $9.31 31517
FY 2003 $9.690 §15.73
{FY 2004 $9.75 $16.50
FY 2005 $10.36 $17.78
FY 2006 $10.33 $17.55
% change from 2001- 17.7% 18.4%
2006
% change from 2005- 1.8% -1.3%
2006

Correciions were receiy ed 1o prior vear surveys, so the figures listad in the table above may
differ from those reported in prexious reports on the wage survey.

The wages of drivers decreased from §10.26 in 2005 to $10.15 in 2006, a decrease of 0.1%.
State direct support workers received wags increases increase fram 2001 1o 2006 of about 8.7%.

In comparison the direci-support workers in community providers received 17.7% wage
increases over the period 2001 o 2006.

! Swate direct support workers received a 4% increase for FY 2002. no increase in FY 2003 and
2004, and an increase of $752 in FY 2003 (i.e., about 3%) and the increase in FY 2006 was
1.5%, for a combined percentage increase from 2001 1o 2006 of zbowt 8.7%. In comparisor, the

-
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Fringe benefits

The fringe benefit survey for fiscal year 2606 will be collected in conjunction with the
submission of the Annual Cost Reports in December, since the providers will then have complete
data on their fringe benefit expenses for FY 2006. The data presented in this section is from prior
surveys.

The iringe benefit percentage reported is an overall percentage for all employees for the year, in
contrast to the wage rate data reported here, which is for specific employee categorics. The
following table summarizes the results from prior year surveys.

Fringe benefit percentage by fiscal vear

Fiscal Year # providers Mean FB % Mocedian FB %
2001 96 20.7% 20.0%
2002 97 19.7% 19.6%
2003 111 20.4% 20.0%
2004 114 20.4% 19.3%
2005 115 20.4% 19.8%

There was no substantiad change in fringe benefit pereentages in the period 2001 to 2005,
liowever, even with the percentage remaining constant, the dollar amount of fringe benefits
increases as the amount of wages increascs, but it should be noted that this effect is budgeted for
in the $80 million wage initiative, i

DDA has calculated the current state fringe benefit percentage to be 30,4%. This is substantially
higher than that of the providers.

The two ilems comprising the largest proportions of fringe benefits (almost 40% of the total
fringe benefits each) were the employer proportion of FICA and health insurance. Retirement
costs and retirement plan administration made up 10% of the tota) fringe benefit costs.
Employees arc contributing an additional 25% of the total employer fringe benefit costs as the
employee portion of these costs, :

Bonuses

In both 2004 and 2005 the amount reported as being paid in bonuses to Direct-support workers
was $2.2 million.




reducticn in turnover may be duc, in part, 10 the increase in the wage rates, The

unemployment also influences turnover rates. The followin g 1able shows the
in Maryland and uses data from the Bureau of Labor Statistics:

Maryland Unemployment Rate {data from BLS)

level] of

unemployment rale

| Year [1996 [1997 | 1998 | 1999 | 2000 | 200] 2002 | 2005 | 2004 | 2005
|Rae [4.9 148 [43 736 [36 (41 435 |45 [43 T4

The turnover rates of state employee categories are much lower than those ex

providers.

The average tenures of stafT and the pe

catenory were:

=L

perienced by the

reentages of the direct-support employees in each

Job category

Average tenure
2004

Average tenure
2005

Average tenure 2006

% of employees in
the category in 2006

Direct-suppon 42 months 44 months 44 months 88%%
worker
1% line supervisor | 61 months 68 months 72 months 12%

The average tenures of state employees in corresponding positions are much longer than the
tenures of the service workers in the community service providers.

Tenure can be influenced substantially by long term employees,




Change in wage rates

The Commission has a responsibility 10 compare the change in wage rates with the change in
payment rates for services. The rates were increased effeciive July 1, 2005 under the wage
equalization initiative sufficient 10 increase direct support worker wage expenditures by 3,29,
and with an equal amount 10 increase fringe benefits, The increase in direct-su pport worker
wages. at 1.8%, is less than the 3.2%. The fringe benefit increase in fiscal vear 2006 will not be
available until 2fler December 2006. However, the percentage that fringe benefits comprise of
lotal wages has been relatively constant throngh 2005, and based on prior experiznce would not
be expected 1o change much. While the doHar expenditures on fringe benefits heve increased gs
the wage rates have increased, the wage equalization program had intended that the fringe
benefits would increase as a percentage of total wages, and this does not appear 1o have occurred
and was probably not & realistic expectation. Fringe benefits have remained relatively constant
at about 20% of wages and salaries. DDA reported that the dollar amount of fringe benefits paid
1o workers in residential, CSLA, day and supporied employment scrvices, as reported in the FY
2004 and FY 2005 Cost Reponts, increased by $6.4 million. .

Rate increases

DDA hes provided the Commission with information on the rate increases provided, zs a
percentage of total wages and as a percentage of direct service workers waees, From 2003 1o
2006 the increases in direct-support wages were less than the rate increzse. The wage
equalization initiative provides funds to allow providers to increase the wage rates of direct-
support warkers, with the intent of bringing these wages to the level of corresponding state
direct-support workers, Direct-support worker wages comprise about 45% of the toial costs of
providers, so increased funding sufficicat to increase direet-support workers wages by 5% results
in an overall rate increase of about 2.5%. In making the comparison benween rate increases and
wage increases the Commission usually compares the wage increases with the overall rate
incrcase. This is done because the providers are experiencing increases in their other costs, as
well as the wages paid to direct-support workers.

Data quality caveats

In prior years there appesred 10 be inconsistencies in the way in which emplovees were classified
within providers from year to year. Two actions were tzken to reduce or eliminate these, and
other, problems: 1) starting in FY 2004 the providers were required to have their surveys
attested to by an independent CPA; and, 2) the wage surveys through 2004 split the workers into
three categories, aides, service workers, and first line supervisors. For the FY 3005 survey the
aide and service workers catepories were combined into a single catepory designated Direet-

support Workers.

The reviews by DDA and CSRRC staff identified data elements that were clearly in error, and
the providers were asked 1o resubmil these duta. Hourly wage rates that were unreasonably high
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or low, tenures that appeared unreasonable or impossible, and other such uberrations, were
identified. The correcied surveys replaced the original data in the anal vsis,

Summary

The wage rates of Direct-support Warkers increasad by 1.8% from FY 2005 to FY 2006. The
wape rates of first line supervisors decreased by 1.3%, ~

Bonuses remained constant is dollar terms between 2004 and 2005,

There was no substantial change in fringe benefit percentages in the period 2000 10 2005,
However, even with the percentage remaining constant, the doflar amount of fringe benefits
increases as the amount of wages increases, but it should be noted that this effect 1s budgeted for
in the $80 million wage initiative, .

=
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The Financial Situation of Providers of Community Services
Contracting with DDA, Fiscal Years 1999 through 2006

12 Junc 2007

Executive Summary

The ratios examined are in a reasonable range for fiscal vears 1999 through 2006. These ratios
indicate that fiscal years 1999 and 2000 were similar, but with a deterioration in FY 2001, The
margins recovered slightly in 2002 and further in 2003, declined in 2004, but margins recovered
in 2005 and 2006 to almost the 2003 Jevel. The indicators in Table 1, combined with the drop in
the weighted mean margin, show a slightly wealkening trend in the finzncial condition of the
providers from 2005 1o 2006.

Table 1 1999 2000 2001 2002 2003 2004 2005 2006
% with 20%% 25% 43% 32% 22% 29% 23% 29%
negative

margins

Median margin |3.1%  |3.2% 0.7% 1.3% 2.5% 1.6%  [2.3% 2.3%
Median current | 1.9 1.4 i.8 || i 1.8 1.7 £ 1.4
ratio

Number with |3 2 7 3 i 6 5 3
negative net

assels

% with current |23%  {26% 31% 28% 20% 24% 27% 27%
ralio < |

A more detailed discussion of the results can be found in Seetion 4 of this paper.

Margins declined slightly from 2005 1o 2006, &nd the percentage of providers with negative
margins increased, suggesting a deierioration in the overall financial situation of the providers,

The Commission continues to find that bad debts are not an issue of concern for these providers.
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1. Introduction

The cnabling statute of the Community Services Reimbursement Rate Commission (CSRRQC)
requires that the Commissien, in its evaluation of rates, consider “the existing and desired ability
of providers to operate on a solvent basis in the delivery of effective and efficient services that
are in the public intcrest”, The apalysis reported here is intended 10 examine the financial status
of the providers of community services to individuals with developmental disabilities and show
trends for the fiscal years 1999 through 2006.

A number of caveats need to be made 10 avoid reading 100 much into this data. The first is that
there is no single financial measure that gives a complete picture of the financial situation of a
provider. Thercfore, it is necessary to examine several indicators 1o obtain.an overall picture,
The second caveat is that the payment systems have undergone substantial changes over the past
several years, and these changes are likely 1o have caused some of the differences observed
between the years reported here, A third is that the expenses and payments are not just those
associated with services paid for by the state, so this is not simiply an analysis of the impact of
the DDA payment system. Another caveat is that the set of providers reporting is not the same in
each year, although the increased response rate makes this less of an issue in recent years., A
separate anslysis using Cost Report data and focusing on DDA revenues and expenses is
planned.

The paper starts with a summary of the most important results, then continues with a description
of the data sources, and a more detailed presentation of the results of the analysis,

2. Data sources

The data used for this analysis were extracted from the fiscal year 1999 through 2006 Audiicd
Finaneial Reports.

Table 2: Number of reports included in the analysis
Year 1999 2000 2001 2002 2005 2004 2005 2006

No. of reports | 84 89 94 103 104 106 102 100

Providers are required by regulation 1o provide their Audited Financial Reports. Usable financial
reports from 100 providers were available for FY 2006 out of a total possible of about 120. Of
the 100 providers used for the 2005 analysis, 39 were from the Central Region, 15 from the
Easiern Region, 2% from the Southern Region, and 17 from the Western Region.

The follewing data fields were extracied from the fisca) vear 2006 Financial Reports (definitions
of the terms are included in Attachment 1):




Toal expenses
Total revenues
Current assets

Total assets

Current Habilities
Long ierm liabilities
Total liabilitics
Contributions

Cash and investments
Receivables

Bad debts

3. Financial ratios calculated

The Commission’s statme focuses on sol vency. A literal interpretation of solvency is that
sufficient cash is available 1o pay all just debts, Data on cash flows is not pencrally available
from providers on a consisient basis, if'ut all. The accounting profession has traditionally used
various financial ratios 1o measure the condition and performance of organizations and the
Commission believes that the legislature intended an examination of financial condition rather
than literal solvency. Accordingly, the Commission has used the data available from Audited
Financial Reports to construct financial ratios for use in evaluating the financial condition of the
providers,

The data were used to calenlate five financial ratios or indicators that are pencrally considered to
be indicative of the financial health of & provider. These were;

Profit margin: {Total revenues - Total expenses)/Total revenucs
Current ratio; Current assets/Current liabilities

Net assets: Total assets - Total liabilities

Days in receivables: (Reeeivables/revenues) x 363

Days of cash: {Cash/expenses) x 363

Several providers had large profits or losses, but on y & smail proportion of their business is with
Maryland DDA. In order 1o adjust for this starting in FY 2000 the mean ratios were caleulated
weighting the results by the toial Maryland DDA payments to the provider. These payvments
included CSLA, FPS, and contracts. Consideration was given te dropping from the analysis
providers whose revenue was largely from sources other than Maryland DDA, but jt was found
that weighting by DDA payments provided similar results for the ratios, and shows a more
complete picture of the financial condition of all the providers.

Most providers are on the accrual basis of accounting for their financial records, which
recognizes revenues and expenses as they occur throughout the reporting period. This is different
from the relative levels of cash providers have, which is influenced by the increases or decreases
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in accounts receivable and accounts payable. Implicitly, the provider's cash position is affected
by its payor mix and how quickly its largest peyor is billed by the provider and in turn how
quickly the payor pays those bills. Accordingly, both profit margin and cash pesition are
important determinants of a provider’s finapcial position.

4. Results

4.1 Profit Margin

The term “profit margin” is used as it is generally understood. However, it should be noted that
while most of the providers are “not-for-profit” organizations, all organizations require some
level of profit in order to sustain their existence and build up funds to replace their buildings and
equipment. In addition, the revenues reported by some providers included grants that were used
1o pay for capital acquisitions rather than for operating expenses,

The margin (profit margin) is probably the most important indicator of the financial health of an
industry (and an individual company), as it shows whether the industry is covering its costs and
has the capecity to accumulate reserves for fature investment. The mean margin of the providers
of community services reporting to DDA was 3.2% in FY 1999, 3.5% in FY 2000, 0.4% in FY
2001, 1.8% in FY 2002, 2.5% in FY 2003, 1.6% in FY 2004, 1.9% in FY 2003, and 1.5% in FY
2006. The spread of the margins is shown in Table 3. The margins (as well as the other ratios
examined) in 1999, 2000 and 2001 could have been affecied by the phase-in of the FPS, which
was completed in FY 2001.

Table 3: Profit Margins 1999 2000' 2001 2002' 2003° 2004' 2005’ 2006

75 nercentile® 8.3% 8.1% 3.9% 5.6% 6.7% 4.6% 52% 4.7%
50" percentile (Median) 3.1% 3.2% 0.7% 1.3% 2.5% 1.6% 2.3% 2.3%
25" percentile 0.0% 0.0% -2.8% -1.5% 0.19% -0.3% 0.0% -0.5%
Mean 32% 3.5% 0.4% 1.8% 2.5% 1.6% 1.9% 1.5%

! Mean margin weighied by DDA payments.

*FY 2001 represents a low point in the profit margins, and this coincides with the last
vear of the phase-in of the FPS. In FY2001 several providers experienced negative adjustments
1o their rates as a result of this phase-in, but none received positive adjusiments,

* The 75" percemile is that level at which 75% of the providers have values below this
level, and 25% has values above this level. This, together with the 25™ percentile, provide a
measure of the spread in the values being reported,
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Of the providers of community services inclnded in this study for FY 2006 29 of the 98 had
negative margins in FY 2006 (i.c., 30%), For each of the years the marging were not statistically
significantly correlated with the size of the provider, although the small providers generally had
the greatest range in their margins.

4.2 Prefit margins by region of the state

Table 3A shows the mean profit margins (DDA revenue wei ghted for 2000 through 2006) for the
providers located in the 4 DDA regions of the state for FYs 1999 through 2006 and Table 3B
shows the median profit margins® for 1999 through 2006,

" In FY 2006 contributions made up 2.7% of the 1ota] revenee of the providers in the study, The contributions are
distributed unevenly over the providers, with 2 few providers receiving » large amount in contributions, and other
providers receiving litle or nothing. Many providers receive contributions mainly for capits] or special projects,

rather than for operations, P

Table 3A: Mean profit 1999 2000° 2001° 2002° 2003° 2004° 2005° 2006°
margin by region -

Central (Baltimore & arca) 3.0% 2.0% 03% 1.6% 1.3% 0.2% .12 -0.2%
East (Eastern Shore) B.2% 55%  -0.5% 2.5% 62% 4.3% 2.6% 3.0%

South (Washington 23% 52% 12% 29% 4.0% 29% 27% 7%

suburbs & Southern tri-

county area)

West (Western Maryland)  3.2%  3.35%  -13% -0.2% 1.1% 1.0% 2 3% 2.6%

State 32% 35% 04% 1.8% 25% 1.6% 1.9% 1.5%

% The mean can be moved substantially by one or two outlier values, but the median (the
middle value when the values are arranged in order) is less affeeted by outliers, and so is also
reporicd here.

* Weighted by DDA paymenis.
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Table 3B: Median profit 1999 12000 [2001 2002 ({2003 {2004 [2005 |2006
margin by region

Central (Baltimore & ares) [2.9% {1.4% |0.2% (1.3 S% (11% 12.2% [|2.0%
East (Eastern Shore) 6.7% |3.6% [0.0% {1.6% [6.7% [3.5% |2.8% |4.4%
2 2 1

5% 16.2% 12.7% |1.2% [1.1% |3.1% |1.7% [1.8%

South {Washington suburbs
& Southern tri-county arca)

West (Western Maryland)  |2.6% |2.2% [-0.3% |-0.8% |2.2% [0.8% [3.7% [2.8%

State | 3.1% |3.2% [0.7% (1.3% [2.5% [1.6% {2.3% |2.3%
' Tabie 3C: Profit margin 25" percentile | 50" percentile | 75% percentile | Number of

percentiles by region, FY 2006 (Median) providers

Central (Baltimore & arca) -2.0% 2.0% 4.3% 39

East (Eastern Shore) -1.9% 4.4% 6.5% 15

South (Washington suburbs & [-0.1% 1.8% 4.5% FES

Southern iri-county arca)

West {Western Maryland) 1.0% 2.8% 4.0% I

State ' -0.5% 2.3% 4.7% 100

4.3 Current ratio

The current ratio is an indication of how much cash and other liguid asscts (receivables and
marketable securities) a provider has available, as compared with their current labilities, i.e., it is
one indicator whether the provider hes funds to pay its bills on ime. Generally, the higher the
ratio, the betier the situation of the provider. The spread of the cusrent ratio is shown in Table 4.

Table 4: Current ratio | 1999{2000| 2001 {2002 | 2003 | 2604 | 2005 | 2006
75" percentile 3.4 3.0 3.5 |33 |30 [33 |32 |26
50" percentile (Median){1.9 [1.4 [1.8 |17 [1.8 [1.7 [1.7 |1.4
25% percentile 1.0 1.0 |09 [09 {11 |1.6 [0 |1.D

The providers of community services reporting (o DDA experienced an incresse in their current
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ratio from 1997 10 1999, a drop in 2000, and a recovery in 200] that was stable through 2003,
but with a drop in 2006.

FY 2006 median current ratio by region:

Table 4A: Central East South Wt
Current ratio
Median 1.3 T 1.5 1.3

4.4 Days in cash and investments

Cash and investments are closely related to the current ratio, They represent money that is
available to the provider in the short term. Cash and investments represented 28% of the 1otal
cxpenses. The cash and investments, thus, represent 102 days of expenses in FY 2006. Some of
this cash may be restricted or allocated for specific capital projects and so may not be available
for operations. Revenue from investments is often an imponanT souree of revenue for the
providers,

Days in cash and investments is an important measure as it indicates a provider's ability to pay
their bills, and to deal with delays or interruptions in their income stream. 45 1o 60 days is a
reasonable level. The higher the number of days of cash and investments the betier.

4.5 Days in receivables

Receivables represented 1296 of the total revenues (up from 10% the previous year), so providers
had, on average, 46 days of revenue in reccivables. Receivables are the total charges associated
with bills that have been seni out, but not vel paid. The days in receivables measure the averape
delay in payment and 45 days is a reasonable level, The lower the number of days in receivables
the better, '

4.6 Bad debis

Bad debts do not appear to be an issue for the providers contracting with DDA, The majority of
the providers reported no bad debts, and the toial bad debts reported were only 0.4% of the tota]
revenues, down from 0.6% the previous year, The low level of bad deby is understandable given
the nature of the services provided and the fac! that the Siate is the major paver for these
services,

4.7 Net assels

Net assets are an important indicator of financial condition. The net assets are the towal assets
minus the total labilities. Having negative net assets means that the provider has more liabilities
than it has assets, and so is a major concern.




Of the community service pmwdu*. reporting 10 DDA, 3 had negative net assets in FY 1999,
only two bad negative net assets in FY 2000, 7 had negative net assets in FY 2001, 3 had
negative assets in FY 2002 and FY 2003, 6 had negative net assets in 2004, and 5 in 20035 and
2006. There is some difficulty in lmckmﬂ the providers across years as the set of providers for
which Audited Reports were available changed from year 10 vear. The 3 with negative net assets
in 2003 continued to have negative net assets in 2004, 2 with positive net assets in 2003 lost
sufficient to turn their net assets negative in 2004, and the other provider did not Teport in 2003.
4 of the 3 providers with negative net assets in 2003 also had negative net assets in 2004, In 2005
and 2006 4 of the 5 providers with negative nel assets were in the central region, and one was in
the southern region. They varied in size,




Attachment 1: Definitions of terms

Total expenses: The total costs incurred by the provider during the year. These costs include
labor, supplies, maintenance, conwracts, depreciation of buildings and equipment,

Total revenues: The toal payments received by the provider. These include payments from the

State, payments from other payers, interest and investment income, donations,

Current assets: Assets that are available in the short term. These include cash, receivables, and
marketable securiiies,

Tola] assets: All assets including the current assets, and long term assets such as buildings and
equipment (afler Leking out accumulaied depreciation).

Current linbilities: Payment due from the provider in the near ﬁgurc. These include pavables and
current mortgage payvments.

Long term liabilities: Amounts due in the leng term. These generally include mortgage
payments (beyond the present vear's portion) and other long term debt.

Total liabilities: The sum of the current and the Jong term Kabilities,
Contributions: Revenue from contributions and donations. This includes United Way funding.

Cash and investments: Cash and investments reported in the assets section of the audited
financial statement.

Receivables: The dollar amount of accounts receivable, as reported in the assets section of the
audited financial statemen,

Bad debts: Any amounts reported as being written off as bad debts or listed as had debts in the
Statement of Functional Expenses of the audited financial statement.

Comyfiles'esmre fid007y da_fS 20065 _dds doc
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State of the States in Developmenml‘ Disabilities; 2005

@ significant pereentage of the increased demand
for residentizl services in the states today, The
likelihood of older persons with developmental
disebilities living into their own retirement and
outliving their family carcgivers has increased
substantially in recent years. This has stimulated
a2 growing demand for additional services and
supports. The need 1o provide these servieces is
frequently unanticipated by federal, stae, and
local agencies, often resulting in a crisis situation
for families. It is an unfortunate reality that many
family caregivers must die before the disabled
relative for whom they are caring can receive
services {rom the publicly financed system
{Braddock, 1999).

Waiting Lists in the Stales

In 2003, 36 states reported that 51,131

ersons with developmental disabilities were on

formal siate waiting lists for residential services,

and not receiving services (Prouty, Smith, &

Lakin, 2004). However, Prouty ¢t al. (2004)

estimated that 75.288 persons with [D/DD
nationally were awaiting services (p. 35).

Some states maintain detailed waiting lists
of service needs for persons with developmental
disabilities. Some states do not officially collect
data on the number of persons waiting for
services, although state officials informally
acknowlzdge that significant demand for services
exists, Fifieen siates {Alabama, Arkansas, the
District of Columbia, Flerida, Illinois, lowa,
Louisiana, Michigan, Minnescta, Mississippi,
Ohio, Oklahoma, Tennessee, Washington, and
Wisconsin) did not furnish waiting list data in the

routy et al. study and six additional states
indtcated that their waiting lists were zero
(Caiifornia, Hawaii, Idaho, North Dakota, Rhode
Island, and Vermonm).

Califomnis dozs not mainiain awaiting list,
as services in California were considered an
entitiement under the state’s Lanterman Act.
Hawaii climinated its waiting list in 2000 as part
of the settlement agreement in the Makiner al v

60

Table 18
PERSONS WITH MR/DD LIVING
WITH AGING CAREGIVERS IN 2004*

Stato Persons with MIRTD

Alnbama 2,138
Alngxa 768
Arizone 14,2914
ArXeneas 7.8
Califernia TRz
Colprado €,755
Connecticut 5,383
Delaware 2987
DG . Thrss)
[Florida ' £3,808
Georgin 17,148
Hzwall 3,08
idaho 281D
fllinals 30,482
Indians 14,417
lowa 7,578
Kenzze 7008
Kentucky 18,826
Loulslana 10,10
tdalne 3,285
iMaryland e
Massachupetis WAL
\Mizhigan 4,15
Hinnezata 15,87

Hlesicsippl 6,788
Hipsauri 15.2m
Hontana 2,492
Kebracka £,548
Hevads o A
Hew Hamgpshire 2,075
iHew Jursoy 2,738
Mew Eiexico 4478
Hew York 35,4235
Harth Cerolink TR 208
Horth Dakota 1,723
Ohin J2.339
Oklahoma 085
Oregon B I5Y
Penneylvania 7228
Rhede telang 2,8E8
South Caroling 10,490
[Stuth Dakota | 1.648
[Tennessee . t4,7AR
Toxas &4.533
Utah | A.00
Vermont 1583
Viminis 7.5
Warhington 12YNE
Vet Vimginia ICE2
Wisconzin 12,E%8
Wyoming 1.183
uniied Staire { 711,478

Carod vwors 503 LG yoate ansclist,
Zource: Broddock, Horp, & Rizzala, S8lemas inshttn ang
Dopanment o P2 yhalry, Urdesrsjtyyof Colorsso, 2005,
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State of Henvaii waiting fst lawsuit, Hawaii’s MR/
DD spending increased 85% in inflation-adjusied
terms from 1999 1o 2004, In 1999, Idaho
climinated its waiting list when the lepislature
removed the “cap” on the projected number of

Waiver participants. The number of Waiver

participants increased from 474 in 199510 1,479
in 2004, The Wyoming Jegislature had increased
ellocations in 2000 1o serve the 95 individuals
swaiting services in the State at that time.
However, in 2003, Wyoming reported that 22
persons awaited services (Prouty ¢ al., 2004).
Lakin {1998} has noted that waiting list
initiatives in the states have generally involved
expanding family support 1o prevent or delay the
need for placement, and obtaining new or
realloceted resources from the following sources:
mstitutions, ICF/MR conversion to HCBS Waiver
programs, capping reimbursement for existing
programs, or sceking additional Medicaid
funding. Several states have bezun 1o address the
need for services in response to waiting lists.
New Jersey allocated an additional $11.7
million in the 2004 Division of Developmental
Disabilities budget 10 open 84 additional group
homes for over 400 individuals (“Funds released,”
2003). In Kentucky, the Governor identified
funding to serve an additional 500 persons on the
waiting list (*Kentucky legislation,” 2003) and
community spending increased an inflation-
adjusted 18% from 2002-04. In Massachusetts,
full funding was received for the waiting 1ist
reduction and educational transition programs.
This provided funding for 250 of the 375
placements required under the Bowler seitlement
(*Governor's budget maintains,™ 2003).
Massachusetts’ inflation-adjusied community
spending advanced 3% during 2002-04. In New
York, Governor Pataki recommended a §154
million ten-year additional commitment to the
NYS-CARES II pregram (*New York makes
new,” 2003}, The NYS-CARES 11 program.
originally established for five years, was made 2
permanent part of the Office of Mental
Retardation/Developmental Disabilities (OMRY

DD) budget last year by the state General
Assembly, acting on a request from Governar
Patakl. New funding in the Goveror’s "06 budget
for NYS-CARES II brings the total to §95.3
million (“Residential services expansion, ™ 2005),

Current Litigation

During the 1970s and 1950s, federal class-
action lawsuits were filed by advocates to improve
conditions in public institutions in many states.
In the late 1990s, three types of class-setion
litigation emerged in the stotes: lawsuits filed to
compel states to expund services to people on
waiting lists; lawsuils filed 10 compel states to
meet the requirements of the Qlmsiead decision:
and lawsuits filed on behalf of individuals who
were eligible for Medicaid services that they did
not receive, These lawsuits are identified in Tabie
13, which presents the name of the case, the issue
(waiting list, Olmsrend, or access to Medicaid
benefits): the disposition (i.e., sentled, dismissed
by the Court, trial scheduled or otherwise pending
Jjudgment); whether the judgment or settlement
appeared to favor the plaintifT or the defendant;
and the date the lawsuit was {iled. As of May
2005, 22 waiting Hst lawsuits, 9 Olmsicad
lawsuits, and 15 Medicaid access lawsuits were
active,

The identification of the 46 cases listed
in Tuhle 19 was obtained from Smith (2005), who
produces & useful pericdic summary of “Litigation
Conceming Home and Community Services for
People with Disabilities.” Additional informatien
provided in our summary of current litigation was
obtained from Kitchener, Willmott, and
Harringten (2005); Prinulx (2004); and from the
Memal and Physical Disability Law Reporter
(various issues spanning May, 2003 to April.
2003),

Waiting List Cases

There are corently 22 active waiting list
cases, including nine cases for which a judgment
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or disposition was reached during 2002-05,
Exrtier waiting list litigation in Florids helped
trigger these Jawsuits (Smith, 2005). In Doe w
Bush (2001, filed in 1952), Florida was directed
todevelop a plan to serve 600 children and adults
with developmental disabilities on the state’s ICF/
MR waiting list. The stete was found to have a
responsibility to provide services 1o Medicaid
recipients with developmental disabilities with
“reasonable prompiness,” which the cournt
stipulated must occur within 90 davs. The
principal defendant in Doe v Bush, the State of
Florida, lost both in federal district court and on
appeal in the Eleventh Circuit (" Waiting list suit,”
1999). In Brown v Bush (1999), another Florida
case, the parties sentled in April 2004, and the
state agreed to close two of the remaining four
state-operated institutions by 2010, The state also
appropriated additional funding for the HCBS
Waiver for fiscal year 2005 10 serve individuals
leaving the institutions for community settings
{(Priauix, 2004).

In seven of the 22 cases with judgments
reached during 2002-05, there was a clear benefnt
for the plaintiffs (Arkanszs, Connecticut, IHinois,
Maine, Oregon, and Tennessee (iwo cases), In
Alaska and New Hampshire, the cases were
dismissed with benefits for both plaintiffs and
defendants. Of the remaining 13 open or pending
waiting list cases, Kitchenzret al, (2005) identified
the following three cases in 1Hinois, New Mexico,
and Pennsylvania as “important cases” (i.e.,
possibly precedent setting).

In Tllineis, Bruggeman er al. w
Blagojevich er al. (2004) was filed Scprember,
2000 by a private atorney in the U.S. District
Court of Nerthern lllinois on behalf of five
plaintiffs with developmental disabilitics. The
Court dismissed the case in February, 2002,
denying the plaintifis’ main elnim of lack of access
1o Medicaid ICF/MR and Waiver services near
their families. Plaintiffs appealed 1o the Seventh
Circuit Coun of Appeals in March, 2002, In April
2003, the Seventh Circuit reinstated plainiffs®
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claim and remanded the case 10 the Distriet Court
o consider whether the state had a plan oriented
to preventing the isolation or segregation of
persons with developmental disabilities pursuant
1o Oimstead (28:2 MPDLR 151). The U.S.
Department of Justice submitted an anicus brief
in June 2002 and another amicis was filed by the
ACLU of Illincis, Equip for Equality (Illinois’
Protection and Advocacy Agency), and by an
Hlinois coalition of Centers for Independent
Living. In July 2004, the partics announced that
they had arrived at a stipulaied settlement,
reportedly limited in scope 10 the provision of
services to the five nemed plaintiffs. According
to Smith (2003), the Court then dismissed the
case. ,

In New Mexico, Lewis er al. v New
Mexico Departmemt of Health et al. (2000)
resulted in e judgment for plaintiffs in February
2004, The case was filed in January 1999 in the
U.5. District Court for New Mexico by the state’s
Protection and Advocacy agency with support
from The Arc of New Mexico. The class action
suit was filed on behalf of people in private ICFs/
MR, in the siate instinnion (Los Lunas), orin the
community who were secking HCBS Waiver
serviees. In February 2002, the court ordered the
state to offer Waiver services as soon as they
became available, and to provide Waiver services
within 90 days of determining cligibility, In
September 2004 the plaintiffs filed 10 hold the
swte in contempt, arguing that the state was not
offering services up to the approved limit. In
October 2004, the state pleaded that Waiver
services can go only as faras funds are available,
The state urged the Court to dismiss the plaintiff™s
new mation. This case is pending {(Kichener et
al., 2005; Smith 2005).

In Sabree ef al. v Richman (2003), a
Pennsylvania case, the plaintifis were wait-listed
for ICF/MR services and filed this non-class
action case because of a proposed reduction off
funds for the community services waiting list. The
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COMMUNITY SERVICES LITIGATION IN THE STATES: 2002-2005

T labama Sran, el K.y Arey v s ety e But & @ I e Yo% Pyt AETLY
Siblsaha’ 2P BT AL W A Dl £ Merth & G Lenvel Jrang yas [ ] o, e T
| ] armemas s TELT G v AMINTIT LT O PR SvOu 1 8 Friong I e | e
I &lssloryso’ Mry Rt & v, Davers B 8 6 moeaay [eBitarp P T e
[} T ———— ANCIDWSItRT BL 8 v DA% 450 T Lo [wosmirs it | betied 3 ML [[P = PeSwmyem—
T Hfioncs’ VISP PRI SN £ o0, ¥, Bott 6 51 wakmy 13 Fawirne b e 308 Lax )
T Hl'h'lvﬂ'u CtaeTy (pEm Terie? 220 v Slate o Mave 9 5/ wWaeg i Sema o % TRl TR L g i3 TapLY
Himpi ™ Buopamon & & ¢ Bapmewen o a (=Rt Larsk 24 st Pt & "‘:";'_’:’"
. Hentutin® MU &, B &7 v Mo 6 1 prrreyyTy e ol
1Eiptaine™ Ramzat o0 & V. ME DOt 0f Matmde Sececad tar PRI 2 P FSEINY Pre s
“Husbrasha’ HE M o d & (30 D7 el B Moman S rening et T ——y— e Mpgoa | Vo PES
T2 pew Hampabin' |[Juvweg o2 8d 7 Seteen ot 81 AsTTE lost Darvisiat 303 kil Anribe P
T3 New Haniea®  |LonE L. b IR SN Aap 7 Freahe B T T = e T | T
AT A TITT HIMO LY TETR P {waRIng 138 Bomren blmrie 32T tongry YRy
15i0mpen'” Shsry B § ¢ Mareter sl . wlafisTy 8t Lwmwe WL Fuamr? My TOEY
Io{Pennsytvanis™  |E52E 1AL ¥ HoatIa BWRETG LI | Amew wer Parya L :_:?j?:_‘ [Py
1T} Tennesamet Eoan e 07 v, The ISR o M anc Dev. 2 & Aoenpipr w16 Satrnt Gt ryer iy 20
1 Tenmesens’ PN & FROORE P O TR 1 fes) Pt Al wuley L B G4 iyt Epeth X001
AE Texas’ MxCamiy of gl i, $ees p2 AL : WRESD 138 | aowet terrd Parit DOL ot | Paraig ";:_
TO|otn DT o0& v B 1 6t wuon b Yra 178 o] iy
kil l.l!lflbﬂi:ﬂ“‘ Bl 207 v. S prutey bl TITIR *-;: nr?? . [ v«;
2 nveshingian™ P06 AT I ISSIANORA KN 6T E ¥ Ly Goaien e £ WEENG Jrst Ao mad e Frarm XS } ey A
Y EpeTrm— R IR MR T B W, O, Lt £ L0, L3, &L [uirsian Feveal b Tk 108 Trwl Fomsrg | dumams 20T
2LE alitermia™ St el 2 v DA IR pAT AN Loty ey B B {raicad Tatie 20 ,:_:; =y
3 Dolawaret? T A OF DOBABIE 82 &7\, Iheesrs &0 B fotsad Vet i r Famr PR
H¥anma™ Do ¢ AL 1. Bt pr e, Ornistean B STt e oy rarad 120 bprery ]
Slipanif o ef Bl ¥ Siate oY rtaaan Ot as [yRhagyy PR .m:::a
ElMassachuieta’  [Roiw & & ¥ Soeway f al ) M jennd Partt LT3 [ T
Thiontara® IBVEO B A b EALSTNT Ry hare. Loover Orratsnz JPE ramits [T
FiPenraytrania® Frroencr Loam B0 v, Do & P Awiar ot Omraens Phn i fte w et TN Sedimy T
Hlranasybeni’ P PRSI L ATWSTE Y LR I PUDIC YAt Bl Oiratons PO tirwre Pty FH0 | eaorg Damd ST
Y Anronat DaT Bl &L Y. SRy £ R Aesy Lzt Sarmersr BT Paws rg ij%
Striamyas s P Sosc La, T T8l v. A5 DeX B HS 6 prereTy Mo powding, e mpnens BE g ""—"""u:;,:m
Haskanexst PRV MO MoAR S ¥ RACA e ) WITINE T Magne 1404 rarf | Do Fo,
Calitomn® ST 0F Bl V- LY 61 a7 ] e h s o T i ten ) [ v 52
Hcomnectzal’ FrEpet 61 4 v, AT Do Aorets baowa TS i, bl || e
il SECN Bl X ¢ MBI B [URA) (AET, Lirte e BT [T
Thtansas? NURTEE N2 B v, Ernasnsey of o Aoy tos TR 158 Baes Prrcing | Sctrees 2003
Ebtdeivesata’ A 2 Haded Reaonmiod 1 MY 618! v 5oaans of &, Azcots D wmns 1 T4 Frame Um0
Flrimneanis’ Hazownsan o s ¢ (Koeoes AR arame B Pt P
i onama® SaTpl of &7 v, Mar o0 B LT Fortckog bertrg (PR
1| ohio? Soemtgiy ThaiSo d Oy Foe K Azan DT 8L v Map63 &0 |AoToEs Pyt b D el T
12{ alxboms® Fanar 6f B 4, D Fasdn Cent ASSDny e at Aets Srwamag | 4TI renift o]
i Pennaytvania’ Poerael 130 L0 M S PR Y. Y AIESE Caimeed 78] e Ko 5T
T R ] FEAMTY T I ¥ Geast €T K [ Bees Lz [—e Furtt | “RAbA |
1470328 SEWEl B v MEnans B 50 Roress e LR eI | =
Date Sources:

Y Bwetry, 304, O35, Moy 2). Sae e,

* panshaver, B2 Wislred, ML & e, © 18004, Jenaand

3 Friaux, E. (205 Saztamoer)

* Manis? sna Enpumy Doty Lew Resones (Dot o T8 T LTS 15T Anaracs » 28 € MPCLE L35 Mhanczoce s TR T AN & 187 -
Oikdahorns « 375 BPDLR 784}

Couryshiest frovm the above sowrres byo Reasas,, beermp, & Rezoir, Colema~ Instauss on2 Departvon: o2 Pryzustsy, Driversity of Saiota s, 7005,




State of the States in Developmenta! Disabilities: 2005

court ruled that plaintiffs had no enforceable
individual rights 10 services, and that “reasonable
promptness” only applied to groups, not
individuals. This decision, however, was reverse
on appeal. The Circuit Court in May 2004 issued
an opinion that led to the plaimiffs filing an
amended compiaint in November 2004, The case
is pending (Smith, 2005},

Olmstead Cases

An “Olmstead-type complaint™ was
defined by Kitchener et al. {2003) to include cases
which are: “(1) started, decided or closed sfier
the Olmsiead decision in 1999; and (2) primarily
about community placement of institutionalized
people andfor people at risk of institutionalization.
The cases are likely to cite the Olmstead decision
andfor the Americans with Disabilities Act” (p.
13).

There were nine Olmstead cases during
2002-05, four of which were closed (cases in
Delaware, Hawaii, Massachusetts, and Montana),
According to Kitchener et al, (2005), the litigation
in Delaware and Hawaii were important cases.
The dre of Delaweanre et al. v Meconi et al, {(2002)
was filed in the U.S, District Coun for Delaware
in April 2002 by nine individuals and joined by
The ARC of Delaware, Homes for Life
Foundation, and by Delaware People First, An
April 2004 memorandum of understanding
provided that the state would place additional
institutional residents in the community and seek
increzsed HCBS services, In August 2004, the
court approved a settlement with the state
agreeing 1o move persons out of the Stockley
Center (the public institution), to fund new
community placement options, and 1o add 2 new
Waiver program to provide supports for persons
who live with their families (Prizulx, 2004; Smith,
2005), ,

In Bawati, Makin v Hawaii (2000) was
settled April 2000, with the state agreeing to
increase the HCBS Waiver program by 700
persons during 2000 to 2003. However, the
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lawsuit Disability Rights Center et ad. v State of
Hewaii et al. (2003) was filed when the Center
beeame invelved in the implementation of the
Makin settlement. The Center filed the suit afier
determining that there were still 300 persons on
the waiting list, duz 10 the state f2iling to meet
the needs of class members, Settlement
discussions in the Disabitity Rights Center case
are now ongoing and if parties do not settle, they
will go 1o izl in July 2003, Meakin was a class
action for people at home wait-listed for the
HCBS Waiver duez to a lack of funding. The Count
disngreed with the defense that plaintifis were not
gualified to use Olimstead because they were not
institutionalized. However, the Court ruled that
any walting time was permissible once the Waiver
reached the CMS-approved capacity. Disabitity
Rights Center et al. v. State of Howaii et al, is
categorized in Tadle 19 25 a waiting 1ist case
{Kitchener et al., 2005; Smith, 2005),

Access to Medicaid Benefits Cases

From 2002-05 there were 15 states with
active lawsuits seeking Medicaid services for
individuals previously determined 1o be elipible
for those services, (For 2 discussion of the recent
ruling by the 9th Circuit in the Sanche: case, see
p.23.) .

In Arkansas (Pediatric Specialny Care,
Inc, et al. v Arkansas Deportment of Humoen
Services et al., 2004), the Eighth Cireuil affirmed
the district coun’s decision enjoining the Arkansas
Department of Human Services from changing
the state Medicaid plan by removing its
therapeutic and early intervention dey trestment
services until there was an impact study on the
effects of terminating the programs. The Eight
Circuit did not, however, aflinn the district count's
enjoining the Department from changing the
children health management services propram or
moving such services “'off-plan” (off the stale's
Mediczaid plan) (28:4 MPDLR 513). The state
appealed Mzrch 2003 and the case is pending
(Priaulx, 2004; Smith, 2003),
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Masterman et al. v. Goodno (2004). a
Minnesota case, addressed the issue of “rebasing™
of rates for community provider oreanizations
that resubted in an uneven redistribution of funds
lo counties under the state’s HCBS Waiver,
Plaimiffs could pursue their claim that the rebase
program violates the integration mandate of Title
ofthe ADA, The court required that the budgets
of the individual named plaimiffs remein at the
pre-base levels until the lawsuit was resolved
(28:2 MPDLR 151). The case was settled in favor
of the plaintifis June 2004 (Smith, 2005).

In Oklshoma (Fisker er al. v Oklahoma
Health Care duthority et al., 2002), the Tenth
Circuil court ruled that the state's deciston 1o stop
providing medically necessary prescription
medication for recipients in community-based
Medicaid programs, while continuing 10 provide
medications 1o institutionalized persons, violaied
the integration mandate of Title 11 of the ADA
(27:5 MPDLR 781). The Tenth Circuit remande:
the case to the district court and the parties settle
November 2003 (Priauly, 2004; Smith, 20035),

A case in Texas (Frew et al. v Haowkins
ef al., 2003) addressed physician-ordered Early
Periodic Screening, Diagnosis and Treatment
(EPSDT) services. On January 14, 2004, the U S,

Supreme Count unanimously reversed the Fifih

Circuit Court's decision that had favored the state,
The Cournt determined that Eleventh Amendment
sovereign iImmunity principles did not bar & federal
court from enforcing a consent decree that was
agreed to by Texas officials. That consent decree
was o settle allegations that the State had violated
the rights of children by failing to meet Medicaid
EPSDT requirements {28:1 MPDLR 9),
Inaddition to these waiting list, Olmstcad,
and nccess to benefit cases. there have been other
significant developments related 1o the ADA that
could have implications for pf.cplc with
developmental disabilities and the services that
states fund for them. The Supreme Court ruled
int February 2001 that suits attempting 1o recover
menetary damages under the ADA from states
are barred by the Eleventh Amendment Board

e e e 7Rt 1 £ e i e ot et

of Trusices af the University of Alabama, ¢ al.,
v Garren, et al., 2001). In May of 2002 the
Supreme Count ruled in US dirvays v Bamen
that the ADA's requirement that companies make
“reasonable accommedations™ for employees
with disabilities does not preempt company
senjority policies (*Supreme Court Again
Narrows,” 2002). However, the Supreme Coun
upheld Title I} of the ADA as applied to states in
suits by private parties seeking monetary damages
for deniz] of access 10 the courts (Tennessee v,
Lane, 2004), In this case an individual with a
disability had been denied access to the
courtroom. According to the Mental and Physical
Disabifity Law Reporrer, this decision was “the
most important dxsabmh‘—rclawd decision in
2004 (28:3 MPDLR 317). |
As we reported in our previous study
{Rizzolo et al,, 2004), State Protection and
Advocacy ag.cncms operated under the rubric of
the Federal Developmental Disabilities Assistance
and Bill of Rights Act of 2000 have played key
roles in stimulating community services
devclopment and funding in cases in Arkanses,
California, Connecticut, the District of Columbia,
lowa, Marvland, Michigan, New Hampshire, New
Mexico, New York, Ohio, Pennsylvania, Texas,
Utah, Washington, and Wyoming. Protection and
Advocacy organizations arc curremly
participating in 15 of the waiting list cases, seven
of the Ohnstead cases, and three of the Medicaid
uceess 1o benefit cases Hsted in Table 19,

Vill. SUMMARY AND CONCLUSION

In November 2002, the states were
preparing their budpels for FY 2004 and
contemplating mid-year cutbacks to balance their
budgets for FY 2003. Raymond Scheppach,
executive director of the National Governars
Association, called the siates' economic condition
“the worst budge! crisis states have faced since
World War II” (Brownstein, 2002; Pear, 2002).
States faced deficits totaling $33.3 billion for fiscal

year 2004, representing 10% of the aggregate of

(=1
v




Stale of the States in Developmental Disabilities: 2005

states” pencral fund budpets (National Conference
of State Legislatures, 2003). The fiscal shonfalis
exceeded 20% of state pencral fund budgets in
Alaska, Arizony, California. and New York.
Shortfalls were over 10% of budgets in nine ather
states and over 3% in 15 states,

What impact did the deteriorating peneral
budget conditions in the states actually have on
MR/DD spending? As discussed earlier in this
monograph, 12 states reduced inflation-adjusted
MR/DD spending during FY 2003, 13 staies did
so during FY 2004, and 11 states reduced
spending during the two-year period FY 2002-
04, In naticnwide spending comparisons between
the previous two-vear period (2000-02) and the
2002-04 period of the curren: study, there were
also substantial reductions in rates of spending
growth. For example, nationwide MR/DD
inflation-adjusied communiry services spending
erew 17% during 2000-02, but 9% during 2002-
04. Total MR/DD spending grew 2% during
2000-02, but only increased 6% during 2002-04,
Growth in individual and family support spending
was 38% during 2000-02, but declined 10 15%
during 2002-04. These examples are illustrative
of the general trends discussed in this monograph
and indicative of the impact of fiscal constraints
on sizle government during 2002-04,

There are many other more concrele
examples of fiscal impacts. During 2003 and
2004, Alabama closed the Wallace, Brewer-
Rayside, and Tarwater Developmentat Centers.
Ohio is currently closing Apple Creek and
Springview Developmental Centers. Montana
closed Eastmont, New York closed Sunmount,
Pennsylvania closed Aloone, and Wisconsin is
closing the Northern Wisconsin Center.
Institutional per diem rates declined in 16 states
during 2002-04, To partielly address an S8.1
bitiien deficit for the 2004-03 bicanium, the Texas
Legislature reorganized 12 existing health and
human services agencies into four departments,
They reduced Medicnid program rates,
conselidaied Waivers, and reduced adjusted MR/
DD spending by 1.3% from 2002 o0 2004,
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Spending for family support, supported
employment and supported living in Texas was
reduced by 24%, 18%, and 10% in adjusted terms.

However, tota] nationwide federal-state
MR/DD Mecdicaid spending increased an
inflation-adjusted 12% during 2002-04,
comparing closely to the 14% increase during
2000-02. The decline in the rate of Medicaid
spending growth was modest due 10 the
implememation of enhanced federal medical
assistance percentages benefiting the states during
2003 and 2004. Medicaid spending growth
continues to be a very critical budpget issue
confronting state executives and legislatures
(NCSL, 2005). Other nowble findings of the study
are summarized below,

Public MR/DD Spending
Growth Slows

Totzel spending for MR/DD senvices in the
United States increased from $34.48 billion in
2002 to $38.55 billion in 2004. This inflation-
adjusied 5.7% increase was the slowest raie of
growth over any wo vear peridd in the history
of our study (since 1977). In peneral, the overall
rate of growth in public MR/DD spending in the
U.S, remains robust, but the rate of growth hes
slewed in the past few vears, Specifically, the
average annue] adjusted rate of growth of total
MR/DD spending was 5.3% during 1979-88;
5.0% during 1989-98, and 4.3% during ]1989-04
(Figure 263,

Annual adjusted growth rates in
commmnity services spending declined from 12%
in the 19805 10 9% in the 19905, The rate fell o
6% during 1999-04. Growth in community
spending, however, remains substamially above
the rate of inflation. The adjusted growth rate
was 3.7% in 2003-04. In contrast 10 community
spending, growth in publiciprivate 16+
instintional services spending averaged oaly +2%
in the 1980s, -1%% in the 19905 and -2% during
1999-04. The public/private institutionzl sector
is contracting.
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institutional
Census
and Spending
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(Mississippi) has,
however, also
increased community spending for the past 190
consccutive years. The decline in spending for
state-operated institutions throughout the U.S.
is reflected in the rapid and continuing reduction
of the residential census in the facilities, The
census of state-operated institutions has deelined
from 2% to 7% every vear since 1967, and now
stands at 41,214 persons. State-operated
institutions reduced their census by 3.237 persons
during 2002-04, from a 2002 level of 44,451,

Utilization of all residential settings for
seven or more persons, including nursing facilities,
private 16+ institutions, state-operated
institutions, and ICFsS™MR and other group homes
for 7-15 persons, also diminished, The 7+
residential care sector declined from 163,119
residents in 2002 10 157,278 residents in 2004, a
reduction of 4.7%, and 7,841 persons. Setings
for six or fewer persons grew from 308,225
persons in 2002 10 333,107 in 2004, an increase
of 26,882 people, Most of this growth (81%&) was
in supported living, which expanded by 21.83)
individunls,

Centrality of Medicaid:
Challenges Ahead

The Medicaid HCBS Watver remains the
primary engine of growth in community services,
particulurly for supported living. Waiver
participans increased from 365,679 in 2002 10
416,546 in 2004, Adjusted federal Waiver
spending advanced 205, from §7.6 billion 10 $9.2
billion. In contrast, federal ICF/MR program
spending increzsed only 1% between 2002-04,
from $6.6 billion 1o $6,7 billion. The number of
persons with MR/DD residing in ICF/MR settings
declined from 112,476 to 107,771 during 2002-
04, The HCBS Waiver has also become the
majority funding source for supported
employment, family support, and supported living
in the United States. Notwithstanding this fact,
our study revezled a surprising platesu during
2002-04 in the number of participants receiving
family suppon and supported employment,

Major challenges identified in this study
inctude the continuing crisis in low wages and
benefits for direct support stafi’ despite an
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apparent capacity to match additional Federal
Medicaid funding in numerous staies, including
Connecticut, Orepen, Delaware, New Jersey,
Ohip, Massachuseus, Virginia, California, and
Iinois. Other significant trends apparent in this
study include the growing influznce of the U.S.
Supreme Court’s Gimstead decision promoting
community living, the rising demand for services
associated with increasing numbers of aging
caregivers, the increased longevity of consumers
reguiring longer-term residential and community
supports, and the continuing downsizing of
public/private 16+ institutions and larger eroup
homes,

In addition, a serious threat is on the
horizon with respect 1o possible compromises 10
the integrity and solvency of the Medicaid
program (Hemp & Braddock, 2003; Lambrew,
2003). This threat is accelerating as the nation’s
fisca! capacity is being challenged by rising
domestic and defense expenditures and by
significant fiscal challenges facing the states. In
fact, the state funds component of Medicaid
spending zlone has increased from about five
percent of total stale spending in 1988 10 16.5%
in 2003 (National Association of State Budget
Officers, 2004), Medicaid spending (state mateh
only) now exceeds financial commitments in the

‘stales for higher education, corrections, public

assistance, and transportation. Only elementary
and secondary education commands a larger share
of total stete spending.

in the shori-term. the general fiscal
outlock in the stztes is improving. The Rockefelier
Institute of Govemnment (2005) recently reported
that ageregate state tax revenues during the July-
March period of the current fiscal year (2005)
were up 9.5% compared 1o the same three quarter
period last year, State tax collections for the
January-harch 2005 period were up 11.7%,
reportedly *the strongest first-quarter nominal
revenue growth since at least 1991 (p. 1). Fiscal
recovery in FY 2005 was particularly evident in
California, with 17% growth over the previous
2004 period. The revenues in Alaska, Arizona.
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and New York grew by 40%, 17% and 10%,
respectively.

The general improvement in the fiscal
position of the states is attributable fo
enbuncements in personal and corporate income
ax revenues and, in some states like Californin,
to growth in reszl estate taxes as well.
Nevertheless, 31 states reported over-budpet
spending through March 2003 in some portion
of their budeets, and 23 of these stares identified
rising health care costs. such as Medicaid
spending, as a significant problem (National
Conference of Siate Legislatures, 2005a).
Medicaid funding ts central 1o the financing of
MR/DD services in the U.S., and any revisions
1o the Medicaid program need to be sensitive to
the growing reliance of people with
developmental disabilities and their families on
this vitally important state-Federal partnership.
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7. Q: What if there are penersl concerns about the 8IS and its use? Questions shout th-s Q& A
information or Division Directives?

A You can contact Steve Wrigley or Alan Tribble at the DSPD Stute Office by calling
(501)338-4200.

8. Q: If the SIS shows & “need,” does the team have to address it or fund it in the persen's plan?
A:No, the SIS is only un sssessment ool that will be used by the prson's tcam o make plenning
decisions. The SIS idemifies the mtensity of suppon & person “needs™ 10 be successiul Ina

variety of activitics. In some cases, this is very diffierent than the identification of “nesds”
requiring @ Waiver serviee/DSPD funding. I health and safety Issuss? risk issues are idemified,
the tzam will want to meke sure they have been sdequately assessed and addressed in the plan 2s
nesessary,

9. Q: Will DSPD put out a Division Directive on SIS and Risk Asscssment includinn clear
timeline for 1mph.:m:matmn"

A: Yes, DEPD is currently working en 2 Directive that pmwd*s nLti'ucunns*c).p"ctmmns for
Support Coordinators, This is expeeted 10 be approved and in place by the end of February. The
start date for implementation of the SIS wes 1-1-06, so DSPD is now edministering the SIS and
Risk Assessment for all prople in MR-RC and ABI services prior (o their anngal review/plenning
mecting.

10. Q: How will the Risk Assessment be used?

A: The Risk Assessmenl s an indtia] sereening tool desipned to identify issues for the 1cam to
assessidiscuss, We want 1o catch issues that might not be kmown or that have been lost over time
80 the team can decide bow they need to address the issue in the person’s plan or oven it they
need 1o address itat all,

11. Q: In the Risk Asszssment, why are different types of scores used (0,1,2 for some items end
Type/FreqiTime scoring for other ftems)?

A: We nre using some ftems from the SIS with their existing scores, so we do not need to repeat
the same basic question and then we have added owr own items to expand the assessment to cover
some areas not addressed in the SIS. Section 4 hes been created for Uteh to include the ftems we
have added and are scored the same way us Seetion 3. Because we are just wrying to identify
issues for additional assessment/discussion, this will not be problematic.

12.Q: Is this an unfunded requircment to provide staff iime to be a respondent for the SIS
(specific to Supported Employment)?

Al No, one staff"s time can be reimbursed as they see with the client engaged in asscssment
sctivities, This replaces the ICAP ue » part of the required assessment process.

Suppen Coordingtor Training/Issues:

13. Q: How arc Support Coordinators trained?

Al Steve Wrigley and Alan Tribble completed the SIS train-the-trainess course provided by
AAMR znd sre providing the training for Support Coordinators and oversight for the SIS
implementation. Suppont Coordinators training consisted of an initiz! 3 %4 howr training from
Steve and Alen, practice, 2 second 3 15 hours discussionTeview and training on bow 10 use the
SIS in plaoning, Jollow-up training by DSPD Units including the electronic version of the SIS,
Statewide Q & A phone conferences, and oogoing follow-up with SIS Region Coordinators and

Unit Mentars,

14. Q: There are concerns ebout administration of SIS and praviders secing lots of varinbility,
Are zll Suppon Coordinators wnined the same?

A Yes, all have completed the same initial tmining but we are still doing follow-up. The SIS
contains some complexities and subtleties that take time and practice to master, We may need 2




couple more months to get everyone up 1o speed; however, we will continue to see a variety of
administration methods es there is nat only one right way 1o do it. We are training the general
procedure as outlined in the SIS manus] and supplemental meterials, but this aliows for flexibiliry
We prefer 1o keep some flexibility unless we have a problem that we need 1o address with more
rigid instructions,

15, Q: If DSPD sees a conilict of interest for providers o complete the SI8; why is it not &

conflict for Support Coardinators tng?

A: This seems 1o bz mostly related to using the SIS for some funding relted purpese and these
decisions have not been made as addressed in question 3 gbove. In pencral, DSPD wants 1

neutral assessment that minimizes the potential conflict of imerest that g provider might hove in
assessing the intensity of support needs for o person in their services, DSPD or Suppon %
Coordinetors reimbursemnent from Medicaid or their setual salary Is not directly or indirectly

cffocted in anyway by the outcame of the SIS, Any moncy that might be saved by
minimizing/reducing the costs of one person’s services pocs back to the providers through

contracts in providing services for enother porson.

16, Q: If = provider is elready doing the SIS, why not use theirs?

A: The primary reason is that DSPD has worked with AAMR 1o produce a unique SIS just for
Utah containing elements not in the standard SIS, Also, there are considerations discussed in % 15
sbove, Additionally, DSPD wamts fo ensure the same standards for administration and scoring are
used for everyons in services, DSPD is going to considernble lenpths in wraining and oversight of
the SIS. We believe limiting the administration of the SIS 1o only those DSPD Support
Coordinators who have been certified in the SIS » will produce  refisble and valid SIS for every
person in DSPD senvices.

17. Q: Can DSPD provide training for provider staff?

A: Steve smd Alan have set up one trzining per Region for provider staff that will be ipvolved in
eing an “respondentfinformant” ~ what we need from them, how the assessment work:s, and Just
the practical swil. We could help providers put logether training meterials if they arc interesied in
conducting additionz! trining; however, DSPD docs not currently have plans for additional

provider training.

Sharing scoresiraw dnta and 3 TEpOTiS:

18. Q: Why do Support Coardinaiers not want providers 1o see scoresTaw dota? Is it best 1o
describe it as the Support Coordinators own the SIS or the “team™ completes it for the consumer?
A: The SIS is u DSPD 100l completed by the Support Coordinaor with information from the
consumer and various other people who know them well (respondenis), The Support Coordinator
is trained 10 solicit information from the respondents and seore cach SIS items based on all
available information, It might be mislea ding 1o say, “the team completes the SIS* as it is not o
consensus type decision making process‘activity, The team gives input and the Suppon
Coordinator scores it. The Support Coordinator can discuss scores on ilems 10 penerate
discussion; however, they are not expecied 10 share the final score recorded with the tearm, This is
standard assessment practice and will speed up the assessment process considerably. We do not
want 1o encowrage extended debate over scores on individua) iters, that is not the way the SIS

wus developed.

19. Q: Of all the raw data and summary reports, what does provider get?

A: DSP'D has worked with AAMR to produce two reports (a short and long report), Once the
electronic SIS is operational, providers will ba given a copy of the short repost. The shost report
contains the standard SIS demographics, summary scores for Section §, 2 & 3 with the graph for
Section 1, We have added all the sctus! items with scores and notes for the Risk Assessment and
2 separate list of all items markied as most important “To &/or For™ the person with scores and
notes. This will provide the most importam information for planning in an efficient repont format,




The Suppont Coordinator will have necess 10 the long repost that adds oll item scores and notes if
there is 4 need for additiona! information on & specific flem; however, we do not see 2 need 1©
distribute the long form to providers at this 1me=,

20, Q: 1f using the SIS for kids, do providers get some scoresraw seeses? If not, they would only
get wffor Bsts & risk information?

Az At this ime we do not have 2 repert format for children; however, we plaa to give providess
the same short report describad in #19 above without the standard seores and graph.

21. @ Cen providers have access to SIS deta, individualeppregee? Just for their clients?

A Individual date will bz provided only in the reports describad in #19 above. Individual or
spgregate data will not be provided more directly until we have a dats system with provider
seeess. This is still very new and the USTEPS (DSED dats system) has nat been deployved yet, so
we really do not know st this time,

Relinbitine Isspes:

22. Q: Do we need inter-rater reliability checks/data or ather reliability essessment to prove
DSPD has good reliability with the SIS?

Az DSPD will need 1o develop @ methodology for assessing reliability to ensure trust in the SIS,
We do not have a curvent plan for how best necomplish this need and we are curmently focused on
training and implementation integrity thet will directly improve relizbility.

23. Q: Can the Team involvement or consensus provide “trust™ that scores are relisble or do we
need inter-rated reliability assessed formally?

A: We do not think tcam consensus on 8 score adequately zddress reliability and sce #18
addressing consensus scoring. .

24.Q: Does DSPD think they can have adequate reliability on the SIS?
At Yes, espoeinlly if providers cooperate by seading prepared stz2ff 1o be respondents,

legistics of Administration of SIS

25, Q: Can the Division Directive an the SIS address scheduling the nssessment with provider
stafiy

A: Yes, DSPD will set the expeciation that all service providars will be invited 1o panticipate with
1 1wop week notice prior to the assessment.

26, Q: Who can give information &5 a respondent 1o SIS, sometimes 11 15 o supenvisor that knows
the person best or can zssis! in getting the most accurate scores?

A: The 515 Manual says, "Respondeat must have known the person being rated for at least 3
months and have had recent opportunities to observe the person in one of more environments for
substantial periods of time (2t least several houwrs pur setting).” DSPD’s expectation is that
providers will follow this standard in choosing who will panticipate. In most coses, one staff that
knows the person well from a provider will be ndequate 1o be a respondent representing that
ngencyiservice, If o provider chooses 1o have a supervisor 2s 8 secondary respondent, DSPD
requests that they also have direct knowledge about the persen’s suppart nerds and that they
allow the most knowledgesble staff 10 be the primary respondent.

27. Q: Docs the consumer have to participate?

A: No, but it is preferable ifat 2l] possible and if it is a pesitive thing for them. There may be
ahemative methods 1o get infonmation from a consumer who does not do well in structured/group
mestings,

28, ( Who hus 1o be inchuded, not included, can be included?

P Aol

At It depends; we want a stozll group who knows the person well (see # 26 and #27 above).




28. Qi Can seme information be collecied over the phone?

At This is not ideal but is possible. This would be acceptable only if someone with unigue
information is uaable to attend the assessment mestin ¢ and can be sk a Emited number of
questions at another time or over the phone, The expectation is that most assessments will be
completed in a one-time assessment meeting with a)] respondents present,

30. Q: Does a provider need 1o provide information for efl sections? (e.e. can a Supportad
Employment provider just answer employment questions?) ~
Az Tt 1s preferable 10 participate in the entire assessment meeting; hawever, this is not required,

The SIS is not divided up in 8 way that s particular provider would onby have interest or

knowledge in one ares. Sre #29 above for more information,

31. Q: Can SIS be done at the time of annual planning meeting?

At This is not acceptable in any normal situstion with g person already in services. The purpose
of the SIS is to prepare for the planning meetin g and the lime requirements are not condusive toa
quelity sssessnent or planning meeting. -

32. Q: Can DSPD Support Coordinators camplete the SIS prior to the assessment meeting
without respondents input?

Al According to the SIS Manual the imterviewer (Support Coordinators) can complele the SIS
without & respondent; however, the DSPD expectation is that the Support Coordinators only pre-
complete & portion (Jess than half, if any) of the SIS that they are very confident is correct and
that they review the entire SIS with the respondents for feedback and additional information, In
some cases, pre-completion of a portion of the SIS can speed up the assessment without
compromising quality.

An updated version of this AAMR - Supports Intensity Scale (S1S)

Questions from Providers and Answers form DSPD document will be posied on the
DSPD Website and will include additional items and clarifications as needed,
vewwt.hsdspd.utah.qov
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Supports Intensity Scale: UL ST Dawe 4. Rotiotz, I B,
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Defining “Supports™

Respurces and swategies thay pramoess the interests
and weilare of individuals and that result in
enhanced pesvonal independence and pinductivity,
greaiet participation in an imerdependent society,
increaied communiny intepradon, and/or
wnproved qualig of life,

Suppores are NOT fimited ro pesformance of o @arky
they abo include mining.

:\\ F55Y ‘_\\_.,

'-_- Compunrel 1t Dearrmae
.r' y Ietentidy Dhesired Life v lllrml-n f \

y -"Illl'II .-. - P
SIS - Support Needs and i e i \"

L ‘ mLi ! B
Assessment Planning Process \ \-R_ : "w

Dl T o /

Compensoi 4; Moaitsr l'n--m'
P

'\““""—\—.




The Supports Intensity Scale

A standardized assesement ool specifically
designed 1o measure the pattem and the
intensity of supports needed by an aduk {16
yrass and older} with developmenial
dizabilities.

- other nsscasment instroments provide
indirect measuses,

The Supports Intensity Scale
* Is NOT dedicit baved,

* Focuses tm what suppores are needed for the
indhiduzl to be surcessful,

The 518 js intended 1o asais planning reams in
making elinical jedgments regard ing an
individuals suprport nreds,

Is imended 1o be wied as part of an suppart needs
zesersment and planping process.

v
v
i

!

Ratings on the SIS

Ratings showld reflect the supports thar would
b necessary Jor this person to be successfol in
cach acinTy,

Each jtem mskes an assumption that the person
bas the COROITURILY [0 participate 2t levels
poremiEally requiting manimum freguency,
time, and pe of support. Thersfore,
sespondents should remember that ratings can
seflect this maximum level of poteniizl
acevity

18

Definition of “Successful®

7o be suceessfisfis defined as engagement in all
sspecis of an activity as judged againsg
comemporary community standards and
resulting in maximal involvement of the
person in ap activity. In other words,
successful engagement eniails 2 leve of
performance/involkement/ participasion in an
activity that is comparable 1o that of ypicathy
functioning adubis withouy disabilities,

f 4

’
s
7]

SIS Administration

815 s adminisicred a2 0 cemisstructured intendew by
a gualifizd interviewer with preferably two or meae
respondents that know the individoal well

Respopdens the person bimaeli/hessell ar someone
wha knows the perven heing evaluared for ai least 3
mnaths - recent opponunity 1o observe the person
in anc or more envirgameons for vubstantial periods
of time {patent, s1afl, jobecoach, teacher, sehy,

SIS

SIS Administration

A qualified internvicwer is a professional with
experivnce in working with individuals
with developmental dissbilitics, The
interviewer completes the $1S by obtaining
information about the person’s support
needs via a semi-sirictured interview with
wo ar more respondenis, The intenviewer
should consult 2y many respondents as
necesEary.

Intervicwer professional {casc manager,
QDDP, psychologist, soeial worker, rre). -

o




The 3 Sections of the SIS

Section 2, Supplemental Protection and
Advoracy Scale

Liss activitics having 1o do primarily with
sel-advocacy agrainst which oo individual's
Fupport necds are rated in regard to
frequency, duration, and npe of suppert.

“Wiat support docs the person need to
engace successfully in this ife aceivin?”

SIS,

The 3 Seetions of the 518

Section 3. Excepiional Medical and Behaviors)
Suppon Needs

This section contzine “red flag” conditions or
arcas of suppart need with respect 1o health
and behavioral problems that impact the
person's overall level of necded suppons.

“What is ihe sipnificance af the follonving
| medical/beliaviaral conditipnr for this
| individual in regard to extra support reguired?™|

SIS SCORE FORM

o
o)

55
518 Scoring Form & Profile
Artinitics  ToulRaw | Soadand
Subazales | Score Seorrs | Pereentile |
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SIS Interview

* The imterncwer should alwars a3k him/hersel!

“Whkat sappar dies the person peed 1o sy
sucocsslully in this Bie aceoviy?”

w
7

Supports Intensiry Scale

n
1]

Supports Intensity Scale

* 3 Sections of the §15:
~ Sectiun 1 Suppen Needs Seale {4% nems)

- Section 2. Supplemental Protection and
Advocacy Scale (£ items)

~ Section 3, Exceptional Medical (16 items) &
Achavioral (13 jtems) Suppory Necds

4
=
Ly

=0

iz

Section 1. Support Needs Scale

A. Home Living Activities

B. Community Living Activities
C. Lilelong Leaming Activitics
D. Empleyment Activities

E. Health and Safery Activities
F. Social Activities

The 3 Sections of the SIS

Scction 1. Support Needs Scale

Lists an array of life activities against which an
individual’s support necds are rated in
regard 1o frequency, duration, and npe,

“What support does the person need 1o
cagape successfidly in this ile activin-?"

Scction 2. Supplemental Protection

and Advocacy Scale
BATINGS;
* Freguency (how ofien is the suppars needed)
f=t{Crmonthly houl)

* Daily Support Timne (whes weedcd, how much time
is required for the auppor)
b=d4{Nome > dhoun)

* Type of Supporn (what is the type of suppon seeded)
B -3 {Noar  Full Fhgsical Avitance)

w
<
]
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The SIS will provide an asscssment
of individual support needs
Section b
— PROFILE of 6 activity arcas {Mean = 10, 8D = 3)
BI8 Suppart Needs ladex (Mean = W0 SD = 13)
eftim 2 i

n

—  Supplemenial considerations for Proteetion and
Advocacy Activitice

Section 3:

-~ Asseximent of Suppon Considerations Based on
Excoptiona] Mrdical and Behavioral Suprpon
Needs.

SIS

USEFULNESS OF SIS

8IS

Individualized Measure of Suppost Needs

+ Profile of needed supports g:jomt Lo ing. Community
Livinp, Lifelang l.,:zmin{,b ip]n}mrnt,llrahh and
Salety, Socinl) » togrther 4 subscale standand scooes

! provide a patterm of an Individ cal’s suppost needs:

= A 515 Bapport Nreeds Index [of composite slandard scoic)
1t cabruladed fiom scores from the siy subscades. )t
provides an peerall indication of the Intesity of an i
individual’s supports needs;

v Swppart considerations hased on Protection and Advocasy
Srores;

0 5“{]‘0!'! rousideralion’s based pn exceptionad medizal and
behavioral suppor needs

+ Prigary use: Dasts {or developing an Individwalized
Sappon Flan.

Individualized Meavure of Support Needs

Although the Supports Intensiry Scale (SIS)

wai developed primarily as 3 tnol to assist

with individualized supporis planning, it
dees provide a direct measure of suppory
needr that can be agerep=sted across
comparable graups and agencies.

Potential Use of 518 Dara

L Inferm Indridualized Revonrce Allcation Models:
(»} comparsons of levels of wppon needs predicied on
the basis of the 515 with Jevels ef suppons acusally
providod;
() determination of inequitics in reimbuncment snd
funding patierns based on an indiddual's imensity of
Bssessez) sUpPOIT neods;
(<) along with mbot pooonal/individual chareciceitics
= preovides g wecful measure of & penon-<ceniaied
rarixte that can 316361 in explaining funding neede,

815
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SUMMARY

tndiiduals with complex nends = HIGH SUFPORT NEEDR

Escrptivoal Medica! fuppun Negds = HIGHEST

truming snd pesitivning} SUPFrORT
NEEDS

Esceptional Behanioral Soppon Neede = DQUALLY

(prevention of sesaklng HIGH CORT

Coet 1o Apeocint Medical va. Bebavioral? (efl injuries / staff
mamoves, Taining, €.}
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Murdoch Center Foundation 919.854.3082
[Heme} L] CONTACTR ][ EGaY J881058 ]

The Developmental Disabilities Support Needs Assessment Profile ( DD-SNAP) is an
assessment tool that can be used system-wide to consistently and refiably assess a
person's level of intensity of need for supports and sarvices. It was developed in
response to a systematic need identified by the North Carolina Davelopmental
Disabilities Policy Workgroup. The DD-SNAP is the result of three years and countless
hours of work by numerous individuals involved in the Korth Caraling DD service
system. The DD-SNAP is currently used in North Carolina and saveral other states.

FEATURES

g Easy to administer (average administration time
D D is berween two and 1wenty minutes).

S N AP = Measures need in three domzins: Daily Living
Supports, Health Care Supports, and Behavioral

Supports.

i1

= Uses a simple five point scale. View somo.

= Ongoing reliability studies being conducted to
insure inter-rater reliability,

DEVELOPMEMTAL DISABILITIES
Sunport Kieats Atsestemat Profife- = Training materials available including a video

based examiners' curriculum.

1!

Accurate need profile information can be used 10
DD-SNAP AUTHORS: facilitate state-level planning of the DD Service
Delivery system.
J. Michne! Hennike ]
Aleck Myers = The authors of the DD-SNAP include a team of
T i) psychologists with over 75 years of combined
experience in the field of mental retardation,

EMPIRICALLY VALIDBATED

= 1997: Initial field test (N = 333)

http://www.murdochfoundation.erg/DDSNAP. Itm 10711672007
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DD

SNAP

mardock conter fopndstios

CLICK HERE
FOR PRICE and ORDERING
INFORMATION

[Uoma ] flp] [ CONTACTS J[LEGAL 18511EL

L e Oy

Murdoch Center Foundation
Copyright © 200) Mardoeh Cemer Foundation

S s ey S P T I »

1997-1999: Two vear revision 1o improve
predictive validity.

1999: Second field test conducted, stratified
sample (N = 100).

1999 field test found 10 predict "good” or “ideal”
support arrays in 70% of individuals.

P O.Box 92
Butner, NC 27509
919-544-3082

Binrinnerit belhaoueth nee

hitpi/Awvww.murdochfoundation.org/DDSNAP. htm

10/19/2007
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Section 1: Part F

Part F: Social Activities

Socializing within the household

Participating in recreation/leisure activities
Socializing outside the household

Making and keeping friends

Communicating with others about personal needs
Using appropriate social skills

Engaging in loving and intimate relationships

Engaging in volunteer work

SIS

Sappeets bty Senla



~ Section2: P & A

Protection and Advocacy

1.
2,
3
4,
b
6.
g
8.

Advocating for self

Managing money and personal finances
Protecting self from exploitation

Exercising legal responsibilities
Participating in self-advocacy organizations
Obtaining legal services

Maldng choices and decisions

Advocating for others

SIS
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Building a Client’s Individualized
Support Plan with Information

from the SIS and LA PLUS

Bupgent hitendts thule



Support providers, parents, family members and
people with developmental disabilities can use
the results from the SIS and LA PLUS to make
decisions about the types and intensities of
supports needed.

Such decisions ate best made within the context
of a systematic planning and monitoring process
that actively involves the person with a disability,
family members, and other key stakeholders.

SIS
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For more information
about the SIS

CONTACT:
Bruce Applegren
Anna Prabhala

Publications

American Association on Mental Retardation
E-mail: annap@aamr.org

Web site: www.siswebsite.org
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| ..: | DADS - Access & Intake
xu\m{a Program Enroliment /

(hgramsl agsy

?,E s c:__wmﬁ_o: Review

| : , ICAP
A The Inventory for Client and
Agency Planning (ICAP)

A
Level of Need (LON)
What is the ICAP? The ICAP provides information about:
What a person nmr or can not do.
w,w, - H; . What kind of help a person may
s — e need to go about their daily
mwwzr. :M-- living.
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e ﬁ.{r% use the ICAP?

n-/,l.nr bﬁﬁ

Ta determine the level of supports
and supervision an individual might
need to anddress his needs including
behaviors.

DADS requires the use
of the ICAP.

Completing the ICAP

Front page
Descriptive information
Diagnostic status

Functional limitations and
needed assistance

When Should The ICAP Be Completed?

r
=\

for=t)
h““_.\_.____._. r.”_’

At intake

« Every three years

« More often as needed

Completing the ICAP
Adaptive Behavior

4 DOMAINS

Motor Skills

Social and Communication Skills
Personal Living Skills

Community Living Skills



Completing the ICAP
| Adaptive Behavior ,

S —

Focus of this section :

Does (or can) the consumer do
the task completely without help
or supervision?

TIPS
Adaptive Sk

ills Section

g R

ICAP is Developmentally Based
Read each question carefully, but don't overanalyze
Rate individual's daily performance

Extensive refusal can affect scoring

Completing the ICAP

Scoring of Adaptive Behavior

Lo
i hal B St £og on s £ %ﬂﬂnﬁﬂ.

3 = Does task very well (independent)

2 = Does task fairly well
1 = Does task, but not well

0 = Never or rarely performs task

Completing the ICAP
Problem Behavior Section

8 Cateqories

*Hurtful to self

*Hurtful to others
*Desiructive to property
*Disruptive behavior
*Unusualirepetitive habits
*Socially offensive behavior
«Withdrawn or inattentive behavior
*Uncooperative behavior
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What is a Level of Need?

Level of Need %The Level of Need (LON)

indicates level of assistance and
supervision required

+~Reimbursement for certain
services in certain programs
based on LON

Calculating LON

HCS « TxHmL « ICF/MR
Oy - ar I S e
LON Description ICAP Service :
Of Support Service Score Pervasive Plus
Needed Level Range
. . . e Any ICAP Service Level

1 Intermittent 7,8,0r9 270

5 Limited 4,5,0r6 | 40—69 Any Service Score Range

8 Extensive 2and 3 20-39 Life Threatening Behaviors

6 Parvasive 1 1-19




Increases in LON

»LON increase due to ICAP :
change

~LON Behavior Increase

~LON 9

~LON Medical Increase
(ICF/MR only)

Additional Documentation
for ICAP Change

~ Discussion of what caused the change in
skills and/or behavior

~ Assessments that support new ICAP ratings
# New & old ICAP hooklet and scoring
- Relevant incident, injury, restraint reports

ALL INITIAL LON PACKETS
_MUST INCLUDE:

T T T AT S ey -

Cover Sheet

Cover letter (optional)

ICAP booklet & scoring

Latest PDP/ISP/staffing & interims

Current and relevant documentation
that supports your LON request

Additional Documentation
for Behavior Increase |
t.il.jli.lll R T e

»> Current Behavior Plan (BMP, BSP, IBP),
behavior data (including narratives), &
progress notes

» Relevant incident, injury, restraint reports
» Current Psychological and/or
Psychiatric evaluations

#» Documentation of additional staff resources
needed to manage the individual's behavior




Documentation needed for Renewal
of Behavior Increase

= Level of Need (LON) Review/Increase Cover
Sheet

» Cover letter addressing:

« Individual’s continued need for added staff
to address the dangerous behavior(s)

« Continued provision of additional resources
by the provider due to behavior

» Current Behavior Plan

Documentation needed for
Renewal of LON 9

a Level of Need (LON) Review/Increase Cover
Sheel

= Cover letter addressing:

. Individual’s continued need for 1:1 stafl to
address the extremely dangerous
hehavior(s)

« Continned provision of 1:1 staff by the
provider due to behavior

» Current Behavior 'lan

Additional Documentation for
Level of Need 9

T T—— = — i T Sy o

»BNP must include plan to fade
1:1 staff

»BNIP monitoring notes

~Relevant incident, injury,
restraint reports

~ Staffing pattern in residence &
day program (include 1:1 time
sheets for 2 months)

Additional Documentation for a
Medical Increase (ICF-MR Only)

T rp———— T S ST D

»Supporling documentation indicating why 181
minutes or more of Nursing services per week are
required.

»Any pertinent and current professional
assessments and other documents to support
nursing services needed.

»Nursing assessments and narrative notes
»Physicians assessments and orders
»Medication and treatment records




Additional Documentation for a
Medical Increase (ICF-MR Only)

",

T e % T 7T e bz g - —pl

>A completed Medical Increase
Worksheet — ICF/MR Only (Form
8658 - obtain from DADS website)

*This form prompts you for all the necessaty
information that must be included in a medical
increase packet

LON Packet Time Lines

LON Change entered into Care by Provider

Within 7 calendar days
- LON packet must be received by PE/UR

Within 21 calendar days

- PE/IUR completes LON review
-requests additional information as needed
-approves or denies LON change

Within 70 calendar days (of receipt of Denial letter)
- reconsideration request received by PEJUR

Documentation Required for a Medical
Increase Renewal (ICF-MR Qnly)

Level of Need (LON) Review/Increase Cover Sheet
Cover letter addressing:
Individual’s continued need for direct nursing
services >180 minutes per week
Continued provision of needed services by a
- licensed RN or LVN
Completed Medical Increase Worksheet — ICF/IMR Only
(Farm 8658)

LON Packet Time Lines

continued....

Within 21 calendar days
- PE/UR reviews reconsideration

- approves or denies

Within 15 calendar days - (of receipt of denial
lettar)- provider may request Administrative
Review v




Administrative Hearings

+ Lagal proceeding presided aver by a judge
« PE/UR will have legal representation

« Always held in Austin

Where can | find more information?
..iijjlll}“r.
Website Addresses (continued)

ICAP Information: (Currently unavailable)

Guide for completing ICAP web page:
www.isd.net./bhill/guide.html

ICAP web page:
arnet.com/~bhilllicap/

Where can | find more information?

Website Addresses

DADS web pages:
http://www.dads.state.tx.us/providers/
(links to LON, contact, & all other
information you might need)
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The Experience of Using the
Invemory for Clicnt and Apency Planning (1CAP)

Annz M, Pafucka end Souia Homaridis

Ahbstract

When working with o cliem with dual dingnasis fie.,
developmenial disabifin: and mental health problems), i
iy piten desirable 1o we u standzedized instrument o
pauge the Ievel of support the indrcidual requires,
Althowgh there s an overal] pawziny of such instruments,
the Imemiory of Clicnt and Agensy Plarning (IC4P) is
specifically desipred 1o estimete the lovel of sugpors
reguired based on: o) the indhvidual's level of funciloning
in o mumber of aress, ond & the peesence‘absence af
maladagiive behaviours, Thls study war wnderiaken io
deseribe the functions! siqrus ond sumpory needs of the
clients seen for extensive outnalicnt consuliztion a7 the
Dual DHagnosis Program at thy Cewire for Addiction and
Menyal Health in Toronte, Cancda The resulls are
discussed in the context of lsswes . related o the
administration of the Instrumeal and the duziizy
{developmenial and prehiniriz) of the chalienges thet are
encountered by Jodividualy and professionals alite. The
Jindings with respeet 10 the diszropangy between aotual
and reguired levels af suppors shed some light en the
ongaing Srugple of the cammunin to meet the necds of
Indidunls who ore dually dicgproscd

It is important fo¢r o propram thnt provides clinizal senvics 1o bz sble to
describe the populntion served in terms of refevunt characteristics to identify
referral tronds and plan foe e provisien of futere senvizes, The Daal
Dirpnosis Programn @t the Centre or Addiction znd Mental Health in
Toronte, Canads recently introdused =0 ndmission ass=ssment paciiage - the
Inventory of Client and Agency Plunning (JCAP) = 10 obtain relevunt
clinizelfunstional information on the clients referzed os well 25 to nssist in
ovaluating the effectiveness of subsequent imeryemions,




Thomson Nelson - Assessment

index
COMPONENTS
PRICE
COMPONENTS ISBN (Cdn. S)
Complete Program
{includes Examinar's Manual, 25 8-22180 £276.50
Response Booklets)
Respanse Booklets (Pkg. 25) 8-21800 $118.25

Prices are in effest October 1, 2005,
Compuscore for the ICAP (Bradley K. Hill, 1889)

This program runs on Windows 93/98/NT (8 MB free RAIA, 4 MB free
hard disk space), As there s an enormous amount of information

contalned in this new version, it is more easily accessed via a CD ROM.

New features include;

» Online manual for easy access whan questions arise
» Printing capability on network and Windows prinfers
s Launches {o a word processor s

e All reports can be saved 1o a filz

» Datafiles are not limited 1o 5,229 ¢liants

» Imports existing datafiles from Version 1.1

Y2K compatibility

PRICE
COMPONENTS ISBN (Cdn. §)

Compuscore for ICAP, Windows Version 9.22884 $471.00
2.0 i T

Prices are in effect Oclober 1, 2005.
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Cne of the mandates of this relatively new program is 1o ddontify paps in
service defivery and sdvocniz for the nezds of individeals with duxl
dingnoses. The leve! of support thet thess indhvidunls require 3s an ongoing
guession. Community care providers in the developmenta! sector 2nd those
in the menta] heglh szctor froquently hove diverpem views about the needs
of this populstion, In addivion, thx communin ofien fesls ili-equipped o
manage $ie many challenges with which these clients ure sonfrented, and
nerps 1 hosphals (penerdl and psyehinttic) in the belisf that these facilities
can have B significant impac) on their clisut's preseatation,

The present study hed two purpoeses. The first wes o summariz: the
information obtoinzd with the ICAP 1o deseribe the clisnts referred for
oupaticnt  consultation with respect to adapive und malasdapiive
funetioning. The second purpose was 10 goin un sstmate of the leve] of
suppart nreded by these individuals in ooder o determine whether or an:
they zre under-supporied,

Method

Cliceits with & dusl diepnosis teferred for consultmion servies 1o the
community-based teatn were administered the ICAP as port of the
ussessment package, The ICAP was campleted by intzviewing o care
provider who knzw the referred client well,

The ICAP (Brulainks, Hill, Weatherman & Woadsock, 1986) is o stuciured
instrumety developed from the Scules of Indopendem Behevior (Bruininks,
Woadsock, Weatherman & Hill, 1083) to ussess the stotus, sdaplive
functioning ond service needs of clients. Thare instruments share the same
nocming samplz.

The resulls were wnalyzed with respect 10: 1} leve] of adaptive funcitening,

2) szriousnzss of malsdaptive behoviours, and 3) moich betwesn the actas].
level of suppart =nd jovel of suppont recommended,

Results and Discussion

Characteristics of Clients

In total, 18 clicnts vz administered the JCAP a5 pant of the assessment
process, 10 males and 8 females. Their eges ranged from 1810 52 years with
the moan ape of 33.8,




Ustun Tz ICAP ;&

The mujority of cliens functioned in the mild (38.8%) or moderss 33.3%)
range of intzlectual diszhifine (TDY. Two clicnts wers ot the borderling 1=vel
{11%%) and two were m the severe leve] of ID. For onz client the Jevel of 1D
weas unlmown,

With regard to psychizuric diagnosis, more than half of the elients {61%%)
were dizgnesed with a psychotic illness. Thz sccond most common
psychistric dingnosis wos mood disorder (17.7%). Four clients hag z
diapnosis of awistic spaciram disprdzr,

Adaptive functioning

Tt Broad Indzpendence Index was used a5 oo overzl] measure of ndapiive
funcioning. This indax comprises four domains of independent functioning:
motor skills, socialicommunication, persanal Eving and communiry living
skills, Results expressed os develnpmental 2ge indicate a wide ranpe of
functioning ranging from 1.7 years {profound ronge of D) 10 11.6 years
{mild to borderline range of ID), with the mean developmental nge of 5,8
yozss,

Maladaptive behaviours

The Genesmal Maledaptive Index was ussd ns o overali measure of
maladapiive beheviowss, encompassing both the severity ard frequency of
problematic hehavicurs that can be forther clossified as intermalized,
externalized or asoctsl, Exactly half the clieats displayed scrious
muladaptive behaviowrs and another 17.7% had moederme madndaptive
behaviours, Far the remaining clients (333 28), the lovel of melsdaptive
behzvipurs was classified 25 morginal or normal, Noae were classified os
very serious, despite the nred for inveluntary inpatient hospitalization
end/or breakdown of szrvies in 2 number of cases. One possible explanution
fer this finding is that this moladeptive beheviour index may underestimate
the szriousncss of behavioural problems if they 27e spisodic in noture andfor
occur in one or two arexs, In addition, bt is possible that some respondents
muy downplay the seriousnzss of the bzhaviour if thry feol that i may affest
the provision of mauch pesded service.

Level of support

Table ] indicates thaz, whils 9 of the 18 clients received the level of support
us recommended by the JCAP, the ather ® were under-supporzd. Most




[ Paturka Ao HoMasns

sirikingly, 4 of the clients wha, sceording 10 the ICAP, should receive closs
supzrvision, lived in shehters or semi-independent Jiving sttuntions where
supervision is infrequent,

Tabie I Compersson gf Level of Sumpart Recommensted by the JOAP and
Current Level of Suppore Beceived {figures on dingonn!
represent o match, figwrrs below disgonal repeesenl inadequste

swppor
Current Loved Leve! of Sanaet Resamew acded
of Sumport by JCAR
Clase Reguiar infreguent
superidsion Supervision suncrvisian
Close supervisivn & 0 o
{sroup’parem homs)
Reguler supervision 0 1 0
{Habitatboxrding)
Infrequznt supsrvision 4 5 2
{SIL/shelter)

The most siriking finding of this preliminxy suds s thz 50% of clisnts
with & dunl disgnosis who swere referred for o consultztion ssrvice were
under-supported in relation to thelr nesds for supsrvision and essistance,
This is not surprising given the rocognition that duully dingnosed ciients
have bezn reporied 1o have higher recommended Jevels of needs compuared
1o gencral psvchintic populstion {Lundky e e, 2003). This finding
underscares a tension thet exists in the community. Care providers often
soramble to dpocess montal health servicss st least in part hocause thelr client
is under-supponed and therefore hisher vilnerubility is heiphtensd. The
mentn! health sector, on the other hund, i ocutely oware of the paucity of
resources in the community that would ensure o suczessiul dischargs from s
psychiztric unit and the ensuing risk of prolonging the inpaticat siay, This
tension s somrctimes sustained by defining the cliznt's problem es
“"behavioural" or "psychiatriz,” thareby memping to shift responsibility 1o
the developmental or mentsl health szctor,

A numbss of important zreas of concern have been idemified with the usz of
the [CAP. The presenwtion in individuals who ore dunlly disgnosed is mosz
comples than in those with developmental disability, particulaly since
impact of personalityipsychiznic fartors on performancs of & skill is less
consislent than when there is & only developmenta) fuilure 1o sequirs L It
appears that the Geperal Malsdoptive Indes may, in some cases,
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underestimate the nzed for suppon if the very seripus behaviowr is very
chmumseribad or infrequent. In addition, the instrament is subject 1o
respondent bias that may result in significant under. or over-rting, Given
these concerns, caution is recommended when 2ssesing individuals with o
dun] dispnosis,
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APPENDIX #6

Purpose and Intent

What do you want from your resource
aflocgtion / rate setting system?

= improve ability to cover costs

« Impiesnent uniform service payments
improve equity and fairness

Address regional or historic inequities

Link alipcation amounts to service nesds and
the assessment process

- Suppon individuatized budgeting

The Resource Allocation System
should...

ERS . Achieve state policy goals

« individual needs

v Program / service direction and change

¥ Provider capacity

« align reimbursements with individual support

neeils, provider costs

« Be consistent and predictable

«+ Contain costs, document cutcomes & promote
sound fiscal management

» Achieve stability: minimize rate creep & cost

escalation

And...

Reflect actual provider costs: sarvices,
management, cperating, administration and
overhead

v igentify cost per units of service and by

v Servize type, scope, frequency & durstion
Reflect individual need

v Individualized ne=ds assessment

v Person-gentered planning ¢
Provide a framework for individuzt
budgeating

Individual Budgeting Decision
Framework

mpk « Who will be served?

" - Bighiity
- Funding priorities

« What services witl be providged?
- tdentification of neads

. Selection of supports é

- Service scope, Limits and caps % J‘-{:
¢ » How much will be paid? b ] ;':g,

- Assipning costs e

« Limits and caps
- Establish funding methodisiogy

Resource Allocation Strategies




Approach
Linking resource oliocotion emounts o
Individual need

+ Individualized waiver services led to shifs n
provider reimbursement methodolosie:

=« Move from categorical, fee-for-service,

program specific models (o payments hased
an individuzls' needs

» State strategies differ

« Developed uniform statewide sysiems for
resource allocation

Neeads Based Allocation
Strategies

Two basic aporooches;

1. Prospective - Stotistical

Z. Retrospective - Developmental
® Mixed

Prospective and Retrospective Budgeting -
Approaches Pl’DSpEEﬁM‘E / Statistical
| Fersen Emers Sy 5
| g * Addresses the budgeting framework
— questions
_.._1/};_... « Methodology links individual
Prospective Retrompective assessment data to costs of services
rimﬂl.nr‘l’ﬂ | ur.nl-]ﬂ.l PCP for individuals with similar needs
""’"'] e « Assessment based on deta on
M e :Hmmr- Total funqnanat characteristics and/or
— | et —_— service needs,
PCF Gosls
Prospective. ... Retrospective / Developmental

» The budget amount is determined
before the individual service planning
process begins

+ Process is data-based, must be
transparent and available for
consumer input.

» Wyorning's DDORS, Sowth Dakota's
Service Bosed Rates, Colorads

« Provider payment allocations are set
through a person-centered planning
process

« Provider rates may be based on
statewide tiers or a saries of leveis
reflecting individual need differences

* Service amounts, numbers of hours are
getermined during the PCP process




Retrospective. ...

« Rates may be negotiated based on
individual service need and statewids
priorities.

« Payments typically reflect costs
related to service provision,
management,
administration/overhead, operating,
efC..

Assessment Issues to Consider

+ Scope of arsssment (ool nECiona VerE REte
spectfic

+ Peychometrics - Estehlizhes rediabliity, valltity and
standardrration

+ Cornprehensivenes - applied 1o 2l services and
nmparts (WM in process) o torgeted o secific
watvars, populstions or servicss

« Administration methods: ingessndes!, Drovider of
stale

+ Other ssuer - sability, outisr coverspe, gaming

Using the ICAP*

Weaknesses

« MammE hEmith stalo
irformation

= Mimmelly adoresses
SUppOr: heed
Deficil based
Irter-rates r2ianliny
iragsguEtE coveraes of
vocEtinnal LpparE
Wy info on non-paio
CRrEgETY
» Dioss notl SOp0T InCTdUE
servipe planming

-

Assessment Tools

Inventory for Client and Agency
Planning [ICAP)

Supports Intensity Scale (S15)
Developmentz! Disabilities Profile
(DD

morth Carolina Supports Needs
Assssemant Scale (NC-SNAP)

maryland Individual Indicator Rating
cale

%)

-

ICAP

Structured svaluation of adaptve and
problem behaviors - 185 items

Information on diagnosis, disability type,
personal charmcteristics, functional
limitations and service needs.

Assist n sCresning, monitoring, managing
and planming.

+ Mot designed for rate-setting and allocation

but is usad by some states for tms purposs
Used by WT, WY, 5D, TX, TH, IL, NE.

Supports Intensity Scale

mezsures frequency of wpport nesds across
life activity, behavioral and medical areac.

Developed by AAIDD for adults
Sotid reliabitity and peychometrics
Designed to assist individusl support planming

s Subscates: hoeme living, commumily Bving,

{ifelomy learning, employment, health, safety,
and socizl

+ {ioes not gether some individual informabion
o States: UT. FA, G&, €O, Wa LA, OR, -




Weaknesses
« Best administered by
sifiied indhviduals

» Additional persansl
‘nformation must be

« fmer-reter reliability i
tess strong {(but being
improvesd)

. fcamﬁdminn

i

State Models

Wyoming - DDORS

+» In existence since the mid 1990s

+ ICAP to determine eligibility and
functional status -

» Sets individual rate using multiple
regression techniques based on:
- Individual characteristics -
- Histarical expenditures
- Service utitization

State Models cont’d. ... g
Washington

+ Payment model with information from the
S15 and other consumer related factors
including service hours and support levels.

» Determines direct support component of
residential service rates

« individual payment amours across 7 levels

+ in process - also working on payment made!
for employment supports, agdult community
access and sthers,

T
pa &

MR

lﬂgﬂ‘:‘-‘@"

o 6

Georgia LE:“"‘"

» Developed a statistical proprietary
mechanism. Relatss 515 assessment data to
historicat costs, current expenditures and
lannual funding allocations for the system at
arge

‘2" B
State Models cont’d.... E{%}

Designed to achieve the fair and equitable
allocztion of resources statewide

Rates will be based on 2 predetermined fee
schegute

* Will support individual budgeting and seif
direction.

1 » DDS Leve| Assessment. Currently used to set of
tevel of need that is equated to a budge! range.

ME . jdentifies needs related to; medical/health,

personal care, daily living, behavior fsafety,
commumication, transpoertation, residential and
day supports, social/recreationa!, unpaid
caregivers and other factors

» Will establish budget levels by living
Tangement type.

EE . Working to standardize rovider rates

amw « Will apply to the state’s two waiver programs

State Models cont’d... /=2
South Dakota

« Sets individual allocation rates -
individual budgets for the state's 19
provider agencies

» Uses a statistical regression formula to
set individual rates based on: provider
costs, individusl service usage & [CAP

+ Strong statistical model simitar o
Wyorning's DOCRS methodotogy

b



Policy Issues

5L . Support allocations must be based on
FBE  ofiable cost and service utitization data

« The rate setting or individual budgsting
methodology must be transparent,
flexible, fair and equitable statewide

More Policy Issues

« Pammit individuals receiving support to
achieve their own goals and aspirstions

Support seif-direction
fespond to outliers and unanticipated costs

« Minimize financial risk to individuals,
provigers and the siate.

Contain costs, ensure system stability

*References

Assessment tool strengths and needs:

Smith, G., & Fortune, J. {2005) Assessmeril
Instruments and Comemunity Services Rate
Determinstion: Review and Aralysis

Contact Information

Charies Moseley Ed.D.
NASDDDS
cmioseley@nasddds.org

{703) 683-4202




APPENDIX #7

TESTIMONY
DDA Rate Payment Task Force
January 14, 2008

Transportation

I'am Vicki Callahan, Executive Director of Opportunity Builders, Inc., a non profit vocational
training agency in Anne Arundel County that serves approximately 310 individuals annually.
We are currently running 31 van runs throughout Anne Arundel County and will épproach

500,000 miles this fiscal year. 2

I'am here to share my concerns about the ongoing deficits that we run in our transportation
program. In FY 03 it was $89,118, then growing to $175,308 in FY 05. After a boost in the
rates for transportation, FY 07 still resulted in a deficit of $139,683. With gas prices staying
above $3.00 / gallon we anticipate FY 08 being no better. -~

Because transportation is essential to providing services this money is pulled from other
revenues potentially effecting the quality of other services. It is imperative that rates increase to
cover true transportation expenses, so that all other funding can be used to provide the quality

services and supports all individuals deserve.

Transportation Revenues vs. Expense OB

er81s

758,131

B Revenues
0O Expenses

Dollars

RO




APPENDIX #8

Changes in
Medication Administration/Board of Nursing
Mandates for DDA-funded Providers

Description Additional Resources

Required

Medication training is 1 hour

Approx. | DDA-requires 16 hour training for all siaff » Additional 15 hours of direct
1886 | who will administer medications support staff time 1o attend .
{DDA provides trainings) training

1998 Senate Bill 445 passes:

» Creales new “registered » Additional $10/per staff person
Medication Assisiant” under Board for new registration fee
of Nursing [

=)

* A Board of Nursing-mandaled 16 | « Additional 5 hours of LPN time
hour class replaces DDA-required {for Unit 1) |
class; {LPN can teach Unit 1 of * Additional 11 hours of RN time
medication administration training {for Unils 2 & 3)

class); RN must teach Units 2 & 3)

2004 | New regulations promulgated governing
“Delegation of Nursing Functions”

* RN must perform 45 day reviews e Additional $16-520K per year to
(earkier reguiations allowed LPN to replace each LPN with an RN
do this review)

2004 { Senale Bill 405 passes:

Crealing a new category of "Certified
' Medication Technician” (CMT) {vs.

A | previous ‘registered” status)

2008 | Regulations implamented

s New medication administration
curriculum ("MTTP"} is established

» Initial $20 certification fee is set » Additional cne-time $20 per staff |
- | person |




Description

Two year $30 cerlification renewal
fee is set

4-hour clinical update is mandated
as part of CMT re-certification

MTTP course hours increases {o
. 20 hours {from previous16 hours)

Full MTTP course must be taught
by an RN (previousfy, an LPN
could teach Unit 1 of the MTTP)

Math and Reading competency
{est is inslituled

1:15 student:teacher ratio is
mandated

6 hour limit to training day is
mandated

New assessment by RN of
“Clinical Compeiency” in
medication administration in the
clinical setling is added

RN must take 16 hour training
class in order {o teach MTTP
course

‘Additional Resotirces
Required

Additional bi-annual $30 per
staff person

Additional bi-annual 4 hours for
every slaff person

Additional bi-annual 4 hours for
RN {o perform update

Additional 4 hours for each
direct support staff person in
each class

Additional 4 hours for each RN
to feach each class, plus 5
hours for Unit 1 previously
taught by LPN

Additional 1 hour of Human
Resources slaff time for each
poiential employee for test
administration

Additional (estimated) 2 hour
visit by RN to clinical setting

Additional 16 hours of RN lime




APPENDIX #9

Chimes

Marty Lampner,

EVP and Chief Administirative Officer
410.358.4387 (ofTice) 443.865.2322 (cell)
February 11, 2008

We thank the committee for the opportunity 1o address you today. One of issues that
providers have faced since the inception of the FPS funding system and its predecessor,
PPS which established the funding base still underlying today’s, has been unfunded
mandates.

Going back to the original funding system’s cnabling regulation one of the mosl glaring
omissions was provision for direct Nursing Services. The carly regulations contemplated,
an agency might have recoverable costs for nurses providing training 1o staff bul the
nuese was never conceived as a funded component of direct care to persons being served.
In fact the regulations explicitly prohibited a provider doing so without first going to the
department and gelting approval and funding for the service a part from the rate.

10.22.03 05 D “Nursing services shall be preauthorized by the Adminisiration, provided .
under the direction of a physician as required and recommended in the IPP, and inciude

the foltowing: =
(1) Education, supervision, and training of staff and clients in health refated
matters;

(2) Short termt or intermitient services (Adopted September 12,1986 and repealed July 26,
1999 and new chapier, General Provisions for Sanctions and Appeals was ndopted)

Analysis of the original system indicates th:’-xil‘fflf,fi]_jl,calth Medical Component was to

provide for the costs associated with certain’prof¢ssional services and staff time
associated with getting the person served to an'appointment. It made no provision for
nursing interventions, as we previously noted this was seen out of the scope of this
system,

Over the years since 1987, the Board of Nursing has proposed many additional
requirements on the provider community. It is important to note that like the nation at
large the people we serve arc part of the graying of America. Whatcver disagreements the
provider community might have with the specifics of the mandates that have come down
over the years, there is no real question that needs of people with developmental
disabilities in the community have escalated since the formulation of the original cost
structure,

The required nursing services have expanded over the years; a list of many of these
additions and changes is appended to this lestimony, What has not expanded is the
funding. Each new requirement has cnlered regulation preceded with the statement “no
fiscal impact™, ‘

It is casy to see how that could be said. No g ¢ fntervention is terribly expensive, a 45
day nursing assessment at Chimes taken as %{'fs:.f;'\lhc': event costs $85.56 (Hourly rate §31
plus fringe of 20% with two hours for the assessment and 20 minutes for travel lime).




If it were a one-lime occurrence it truly would have little impact on a provider, but itis
not. Forty-five day nursing assessments nust be completed 8.11 times a year for a total
of $650. Further the aging population served requires more medications so the number of
individuals needing such assessments increases annually. For 100 individuals the cost is
$69,000 annually. The necd to perform thic assessment in the individuals’ home
complicates this further and increases cost disproportionately for rural providers. When
homes are widely scattered, as they arc in Western Maryland or the Eastern Shore the

cost is amplified by the time il takes to get the nurse on site.

Nursing Carc Plans, again not something dreamed of back in 1987, may well be in the
best interests of the people we serve, but again while no one plan costs much, $148 the
number of times it must be done annually for a 100 people is $14,800.

Medication adminisiration is a delegated lask to the dircet support professionals. The
cost of providing the training including the timg of the nurse and the direct support
professional, paying the fees for the certificatidn and the administrative time involved to
coordinale and follow up this process is estimated to be $242 per stafT person. The cost
associated with an individua! receiving service is dependent on the number of staffing
hours assigned based on the matrix score. 1l can range from $49.86 for an individual with
alevel 1 in supervision, receiving 6,66 hours a week to $434.18 for an individual with a
Jevel S in supervision, receiving 58 hours a week. (Sce appendix for calculations) Using
our hypothetical organization with 100 people being supported and an average matrix
level of 4, the cost to the organization is $29,944. |

Nurses have additional responsibililics including coordinating medical services,
reviewing lab work, revicwing plhysician’s orders and specialized training based on the
needs of the person being served. Nurses also provide 24/7 on call availability on a
rolating basis. Our expericnce indicates that the caseload of one nurse ranges from a low
of 40 to 60 people with the complexily of the individual and the travel distance
accounling for the variance. In our hypothetical organization serving 100 people, there
would be two nurses with salaries of $64,480 and fringe of 20% for a total of S154,752 or
$1,547 per person 1o provide nursing services. This $1,547 is funded out of gencral costs
which are included in the ACG&T rate of the provider of $21,900 - 7.6% of the money
that must provide insurance, food, housing, ,tﬁlgsponalion, managemenl, stafl training
human resource and financial services. |, ‘%

Without adequate funding, the people we serve are at risk. The providers and ultimately
the system will not be able to meet new demands and will be pushed toward collapse.
This is particularly disturbing as the system struggles to find new capacity to meel the
challenge of the Rosewood Closure. Any review of the IFPS system needs to
acknowledge these costs and insure that future requircments are not added without
funding. "

o




Appendix

. Administrative costs for medication a

Stalf Unit Cosi Delegation ‘
Administration

e

dministration training

g

20 hours Training - DSP $180.00
20 hours Tralning - RN - 15
students $41.33
Regisiration Fee $15.00
Clerical Support 0.5 hr/7.25 $6.00
$242.33

Nursing hourly rate is
$31.00
DSP hourly rate is
$9.00 '
SupervislonfAssislance

1 2 3 4
Week 6.66 13.33 24 40
Annual hours 346.32 §93.16 1248 2080
FTE 0.17 0.34 0.62 1.03
T/C Faclor 20% 0.205735 0.41 1778218 -0.741386 1.2356436
1998 Delegation Unit ek
cosl $48.86

2. 45 Day Assessments

$99.78):5179.66  $289.44
i s

Senvices Unitcost  Freq/Annually Total

45 day assessment -

2 haurs $62.00 8.11 35502.82
Travel ime R/T 0.3 hrs §9 72.95
Salary Cost $71.30 $575.81
Fringe 20% $14.26 $115.16
Total . SB5.56 $690.87

5

58

3016

1.49
1.7916832

$434.18
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COSTS FOR 45 DAY ASSESSHMENTS AND DELEGATION OF MEDICATION

ADMINISTRATION
45 day 1998 $55.20
45 day 2008 $B5.56
Delegation
1998 $124.88 -
Delegation
2008 $242.33

Delegation costs have increased 94% and 45-day assessment
costs have increased 55% over the Qa_st 10 years.




Board of Nursing Requirements for Services

Funded by the Developmental Disabilities Administration

1984- 2007

Year Description

1984 CMT training is one hour (R. Claxton)

1985 First MATP hours were 7(According to Barb Newman — meeli ngof
8/15/2005)

1986 Med Admin course was 16 hours —requirements were included i the
DDA regulations for community services promulgated in 1986,

1989 Med Admin cowrse was 16 hours —First unit {7 or & hours) was taupht

by lav people and the second unit (7 or 8 hours) was taught by
phyvsicians. (Carter Center, Dr. Georee Lense and Dr. Barbara

Hudson) The Developmental Disabilitics Administration provided the
training. -
Nurse Practice Act promulgated (administrative history of Nurse
Practice Act) G-tube feedings and other acts were not able to be
delegated, every individual administered medication by paid staff
needed a nursing care plan and were 1o be assessed every 45 days -
assumptions had been made that DDA licensed services were nol
impacled by regulations) Very few DD providers served people with
complex medical needs — this became an issue when Highland Health
closed in July of 1989, Maryland’s waiver was contingent on no private
ICF-MRs.

1990 through 1992, there were multiple nicetings among the Nursing Board, DDA,
OHCQ and the provider community to define and clarify the requirements of the
Board of Nursing in DDA Hcensed sites,

1992 & 1994

Nurse Practice Act amended to allow g-tubc fecdings and other tasks
that iad not been able to be “delegated.”

1998 - 2000

Health Occupation Article Title 8-6A-01 Law for Medication Assistant
passed, 16 hour course and must register with the Board of Nursing and
pay a $10.00. (BON website- Medicine Aides versus Medication
Technicians) YK -

MATP ~ LPN can teach unit 1, RN must teach units 2 & 3 {DHMH
5.8.98, letter in DR file) .
Direct Support Professionals that have been performing delegated
nursing functions such as G-Tube feedings, catheter care and Tespiratory
therapy are eligible to be grandfathered in a Certified Nursin B Assislants
up to 2000 if the delegating nurse verifics the stafT person has been
performing those functions.

According to a letter from Barbara Newman on January 15, 2002 —
LPNs can work in a team relationship with an RN whom superviscs the
RN and and serve as the “delegating” nurse. The delegating nurse is
responsible for those tasks outlined in the Nurse Practice Act, which
includes a 45-day assessment when medication administration is
delcgated. The 45-day assessment includes assessing the individual,
assessing the persan thal has been delegated to perform nursing tasks
and assess the environment. The delegating nurse must observe the
individual delegated to perform nursing tasks actually doing those tasks.

2003

On 6/13/2003, Barbara Newman stated during a provider meeting that

SN
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the six hour refresher course and the six month review is DDA's
requirement not the Board of Nursing. There is & requirement for a two
year review across all practice arcas covered by the Nurse Practice Act
and the nurse should cvaluate the individual whom is performing
delegated tasks in the environment.

2004

Nurse Practice Act is revised to include functions of critical watching, if
the RN assigns the LPN to fulfill the delegating nursing role, the RN
must visil the environment every two weeks; medication technicians
must be available on a continuing basis

Certification of Medication Technician is instituted — an initial $20 fec
with a two year renewal fee of $30. This will begin as a conversion
process over two ycars with all current medication technicians’ being
converted and then renewed with the $30. The medication
administration-training course was increased to 20 hours. Registered
nurses had to complete the “Train the Trainer” Curriculum prior to
being able to teach the course,

2006

New Certified Medication Technician Training Program is effective.
Training includes 20 clock hours of classroom training, a maximum 6
hour training day, English and math proficiency exams not included in
20 clock hours, 1:15 instructor/student ratio, and clinical seiting RN
observation within 30 calendar days. Nurse Instructor must complete a
16 hour “train the trainer” in order to teach the course. A 4-hour clinical
update is required to maintain CMT certification.

Nurses serving as delegating nurses or casc managers in DD licensed
facilitics must also complele a 16- hour course on delegation and case
management.

A quality assurance mechanism is required for delegation.
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APPENDIX #11

DDA Rate Setting Task Force

Making the Case for Increasing Rates for Emplovment Supports

1. DDA Mission

The mission of the Developmental Disabilities Administration is to provide leadership to
assure the full participation of individuals with developmental disabilities and their
families in all aspects of community life. In addition, DDA's goal is to promote their
empowerment to access quality supports and services necessary to foster personal
growth, independence and productivity.

21 Funding of Employment Services
Maryland has 2 funding streams for employment services:
1) Vocational & Day Services

Teaching skills for daily living (Day Habilitation)
Teaching skills necessary to enter the workforce (Day Vocational)
Adult Day Care

Providing support to individuals which allow them to work successfully in the
community (Supported Employment). This can include volunteer work.

2) Supported Employment

These are community-based services that provide the supports necessary for individuals
to obtain and maintain work in the community. Supports may include job skills training,
job development, vocational assessment, and ongoing job coaching support. This does
not include job development.

3. Perspectives from People with Developmental Disabilities

Ask Me! is a Consumer Quality of Life Evaluation administered by The Arc of Maryland
for the Developmental Disabilities Administration. The Ask Me! Survey collects
information from people receiving supports funded by the DDA to determine their
satisfaction with the quality of their lives. Over the past 6 years, an average of 55% of
the respondents reported that they are getting training to help them get a job. An average
of 60% of respondents said that they chose their jobs or what they do most days. 57%
reported having the chance to earn good money.

4. Systems Issues in Maryland

a. day/vocational and supported employment have the same rate
b. supported employment typically costs more — lower staff/consumer ratio;
transportation




¢. no incentive to providers to provide employment services; administrative burden

d. for providers to receive the supported employment rate, a person has to work at
least 4 hours day, not including commuting time; as a result, providers are moving
the people they support into the day/vocational funding stream

e. the percentage of people in day vs. community employment has not changed
significantly over time

f.  no accurate statewide number of people who are working in integrated work
settings, or other outcome data, is available

St What Research Tells Us about Employment and Rate Setting

States that have done well in the area of community employment have: o

» established individual reimbursement rates for the various day and vocational
services and increased rates for community employment (Tennessee,
Colorado, Florida) — this encourages providers to shift toward community
employment

» earmarked specific portions of their match dollars for specific day and
vocational services, increased match allocations for community employment
(Maine and Oklahoma), and reduced match allocations for segregated work
and non-work services' i

6. Possible Solutions

1. Increase supported employment rate

2. Increase supported employment rate by reducing rate for day habilitation

3. Fund providers based on performance

4. Design and implement a system to measure employment outcomes

5. Consider the Supports Intensity Scale (AAIDD) — the rating system looks at the

supports a person needs to be successful

Prepared by Cathy Lyle
Maryland Developmental Disabilities Council
March 10, 2008

' Mills, Lisa A. “Revitalizing Integrated Employment: A Study of Nationwide Best Practices for
Increasing Integrated Employment Outcomes Among People with Developmental Disabilities.” Dec. 2006.
A study funded by the Centers for Medicare and Medicaid Services, Medicaid Infrastructure Grant,
Wisconsin Dept. of Health and Family Services




APPENDIX #12

Task Force to Study the DDA Rate Payment Systems
Testimony regarding Supported Employment
Five-Seven Days---1an to provide Karen

Issues

1. DDA currently only pays for a “day of supported employment” if the individual is
working or volunteering 4 hours a day.

2, Job development, Social Networking, travel training, and development of a small
business are currently not reimbursed under DDA’s FPS unless they are done during the
while & person is working. -

3. People with the most significant disabilitics often lack the stamina to work 4 hours a
day and are therefore not able to narticipate in Supported Employment.

4, Employers ofien want to start off a new employee with an abbreviated schedule of 1-2
hours per shifi, 1-2 days a week,

Background
Current DDA Supporied Employment Program Regulations 10.22.67.03 {c) are reflective

of what is considered best practices according to the Association of Persons in Supported
Employment (APSE). As defined in COMAR, those services include but are not limited
(0....Self employment, job skills training, community mobility raining, guidance in
acceptable job behaviors, job seeking and interview skills, training in social skills and
money management.

Inconsistently, the Fee Payment Regulations, 10:22.17.02 state ...Supported Employment
is, when the individual is cngaged in supported employment for at least 4 hours a day,
with 6 to 8 hours per day as the service goal, and with Administration approval of fewer
than 6 hours per day provided the individual plan indicates this Jower level of service is
NECOSSATY. -

DDA's rate system has interpreted this regulation to mean that Supported Employment
reimbursement wil! only be made on days when a person being supporied is working for
4 hours a day.

e

Solution -
DDA should pay for supported employment services if any of the services or
combination of scrvices defined in 10.22.07.03 are provided for 4 hours per day.




. ?

The 5/7ths Funding Issue

Issue:

DDA Supported Employment and Day Habilitation provider® caleulate support’s by using
a 5 day weck 4-8 hours per day base for supports. DDA then divides the day habilitation
days by 7.

Backeround

Both the Day Habilitation and Supporied Employment Program funding methods are
calculated using similar premises and constructs. Funding is determined by the Matrix
Level established for Health/Medical and Supervision/Assistance required. The resulting
funding as expressed in the DDA matrix establishes the number of hours of supports an
individual is deemed to need during the course of a week. DDA also determines a “direct
care gross hourly rate” — for FY 2007 that rate was $9.13 per hour. DDA then multiplies
the hourly rate ($9.13 per hour) times the number of supported hours (e.g. a matrix level
of 1.1 would yield 5 hours of expected support).

In this example, DDA would multiply $9.13 per hour x 5 hours which results in S45.65
per week.  An allocation for employer fringe and benefits is then added to this number
(the FY "07 raic was 27.2%). Accordingly, in our example, an agency would expect
$58.07 per week in funding. DDA then divides this weekly funding by seven (7) days to
obtain a per diem rate - in our instance, $8.30 per day.

However, this system was built upon the premise that individuals would nced to work
seven (7) days per week to obtain the fully finded and budgeted allocation. In reality,
most community providers are able (o support individuals with disabilities at a place of
work for five (5) days per week. This is commonly referred 1o as the “5/7ths funding
issue,”

Consistent with our example, although budgeted for $58.07 per week, a community
provider is only likcly to recoup $41.50 per week. Correspondingly, DDA’s expectation,
consistent with the matrix level noted in our example .is that a provider should be
supporting an individual for five (5) hours per week; however, they are only being paid
for 3.57 hours per week. :

This gives rise 1o two {2) questions: -
Why is the Supported Empleyment funding system and budgeting built upon
seven day work week instead of a five day work week? and
Where does the remaining 28% (the uncollectible 2/7™) of the Supported
Employment (and Day Habilitation) budgel that cannot be collected go?

Solution:
1 DDA should use a 5 day a week model for Day and Supported Employment supports,




APPENDIX #13

Michael Bloom

I use self direction on the New Directions Waiver. It feels good to
be in control of my life. 1 feel extremely powerful. Self Direction
makes me feel independent and free.

I was in 2 group homes. Self Direction is better, because in group
homes I had no choice whcre [ lived or who [ lived with or the
staff. _‘Now 1 have those choices.

| pick my staff, we advertise for them, interview them. I train them
and if I don’t like them I fire them. 1 have very good relationships
with staff they work well with me. They take me places, and help
me stay active walking and having fun. It’s good to be the boss of
my staff.

My staff helps me find jobs so I don’t go to day programs at all
anymore. | work on Community Connections and get paid. Now
as an advocate I talk to other people about the New Directions
Waiver and about what it means to use New Directions.

I am in charge of my budget, it is the best thing that ever happened
(o me. | am able to have my own place. In group homes I did not
know anything about my budget. Now I sign paychecks, 1 sign for
things we purchase for the house. Medsource cuts my payroll
checks and pays my other bills as 1 tell them too.

I can go back to school if I want, 1 never had that chance under my
other services. [ was not a happy person in group homes.

1 feel free and good now.




APPENDIX #14

CSLA Funding; Recommended Changes

We have four concerns about how funding for CSLA services are working. We think the
basic structure of the CSLA payment system is worth preserving if these concerns can be
addressed.

Hours

The basic structure of CSLA funding is that the Individual’s team makes a decision about
the number of hours of service the Individual should receive and they request those hours
from DDA. The fewer hours of service the higher the hourly rate. The rate goes down ~
for each additional person the Individual is living with. A maximum of three clients can
live together.

Concern #1;

This model assumes that if people are living together there are efficiencies because of
overlap hours. DDA has been inconsistent in how it interprets overlap hours. In order
for the system to be financially viable overlap hours need to béallowed. In other words
if one counselor is working with two clients in their apartment for two hours, then this
creates four billable or countable hours. DDA need clear and consistent guidelines for
this.

Concern # 2:

DDA has recently begun auditing providers to make sure that they are indeed delivering
all of the hours of service that they are funded for. Through a third party a sample group
of Individuals are selected and audited. They look at a six month period and whether the
average number of hours is being delivered. If they are not being delivered then there is a
financial disallowance.

This approach is not consistent with one of the tenets of the CSLA model, which is to be
flexible enough to meet the changing needs of an individual receiving supports. This
lack of flexibility is also not financially viable for providers, and it does not necessarily
serve the service recipients. Service providers typically will over serve some clients and
under serve other clients at any given time. Clients needs and circumstance change with
some regularity.

Service providers do not gain money if they are caught over-serving someone, they only
lose money when someone is under-served. Service providers are told to change the
service funding plan when the needs of the client change. However the experience of
service providers is that DDA is always willing to process a reduction, but often
unwilling to process an increase.




For CSLA to work financially, providers must be able to manage a “risk pool” of
funding, because of the changing needs of the individuals receiving CSLA services.
Service providers are in a much better position to manage this “risk pool” if you will,
than DDA is. It also typically takes 3-4 months to process such a change and at
considerable administrative cost for both the provider and the State.

We believe that as long as the service provider is delivering the total number of hours of
service they are funded for (for all individuals) or within 5%, then there should be no
disallowance or if there is a disallowance the tolerance should be more like 50% of the
hours being delivered per person. This would give providers the flexibility needed to
meet individuals’ needs, while still maintaining accountability for the overall funding
provided by DDA.

The Individual has many avenues of accountability. They can change providers, they

have a Resource Coordinator to monitor the implementation of their plan and they often
have family who are strong advocates.

Concern # 3., Housing:

The CLSA funding model is that individuals live in houses or apartments that they own
or rent themselves. They pay no fee to the provider or the State and instead they pay
their own rent, utilities, food etc. Individuals live in a variety types of homes. Some
Individuals can afford this arrangement, some Individuals are able to access Housing
Choice vouchers or other public housing subsidies but many can not afford these costs.
Individuals are many times choosing a group home option because of the cost of housing.

DDA does allow the cost of housing to be built into budgets, but there is not a consistent
approach to this. DDA needs to develop a consistent approach to addressing the cost of
housing that recognizes the realities of the cost of housing and the situation of each
Individual. We would suggest using HUD guidelines.

Concern # 5, Nursing:

Many of the Individuals served in CSLA are required to have nursing services, most
often for medication administration but also for other medical issues. Service providers
are required to meet DDA and Maryland Board of Nursing regulations. The current
professional rate, $26 to $27.84, does not pay for the cost of nursing in Maryland. This

rate needs to be increased to recognize actual costs.

Tim Wiens, Jubilee Association of Maryland & Rick Callahan, The Arc of Central
Chesapeake Region and both of us in collaboration with MACS




APPENDIX #15

Comparison of FPS rates using DDA’s hourly rate and the Rate Commission’s rate

The attached charts demonstrate part of the problem that exists with rates paid by the
DDA and the actual costs incurred by community providers.

There are two pages; one for the Residential matrix and one for the Day matrix. Each is
for the Individual Component of the rate, specifically the Supervision/Assistance portion.
The Health/Medical portion is not addressed here because it is not as sensitive to labor
costs, and is a smaller part of the overall rate.

Upper Box
1) Shows what DDA is paying providers for Fiscal 2008. The bottom line shows the
Daily Rate of reimbursement for each level of supervision, one through five.
2) The hourly rate used to drive the Daily Rate is $9.12 for Residential and $9.13 for
Day.

Middle Box
1) Shows the average rate that was paid in the community for Fiscal 2007, based on
preliminary data generated by the Community Services Reimbursement Rate
Commission (CSRRC). =
2) The average rate paid is $11.33 per hour for both Residential and Day.

Lower Box

1) Shows the variance between the amounts reimbursed by DDA and the amounts
paid by the provider community for each matrix level. Both a daily figure and
annualized figure is shown.

2) The third line, Provider Actual Weekly Hours Covered by FPS Rate, shows the
number of hours actually paid for by the State, using the average hourly rate paid
in the community. For level one of the Residential matrix the calculation is:

$60.80 divided by $11.33/hour, which equals 5.37 hours

3) The fourth line shows the variance each week between the number of hours that
the State actually pays for, and the amount the State assumes is actually provided
in the community.

Conclusions/Issues:

1) Note that the average wage paid in the community is driven by all of the wages in
the community, including those paid through Add-on services. Add-on services
are, in fact, reimbursed at a rate that is higher than $9.12 or $9.13, so the analysis
overstates the variance to some degree. However, the bulk of the payments by
DDA are through the FPS, so the variances are still very important. Additionally,
the data compares 2008 rates paid with 2007 costs incurred, with understates the
variance.

2) Note that the Day Matrix figures account for no Leave (Vacation or Sick),
Vacancy, or Holiday/Snow Days for employees. The assumption of 100%




3)

attendance by employees is not realistic. Community providers typically cover
these absences with substitute staff, often paying overtime.

The weekly hour variance is an important issue for Add-on services because DDA
uses the higher figure as the number of hours assumed to be delivered through the
FPS rate. When calculating the number of hours to pay for add-on services, DDA
deducts the assumed figure from the number required and then reimburses based
on that calculation. By using the higher number of hours, fewer hours are then
paid for as Add-ons. It is interesting to note that the DDA acknowledges the
higher pay rate in the community by paying at 2 higher rate for Add-ons, but
doesn’t use this higher rate when calculating the assumed number of hours
included in the FPS rate.

Page 2




DDA PAYMENT STRUCTURE

FY 08 DAY MATRIX
SUPERVISION/ ASSISTANCE

| 1 2 3 4 ST
DDA DIRECT CARE HOURLY PAY RATE
USED IN CALCULATION $9.13
WEEKLY HOURS PER CONSUMER AS
DEFINED BY DDA 5] 6.6666667 10| 13.333333 20
WEEKLY HOURS X DDA RATE $45.65 | 56087 ( $91.30 | $121.73 | $182.60
DDA PERCENTAGES APPLIED
FRINGE (27.2%) $1242| $1656 | 52483 | 83311 | $40.67
SUBTOTAL $58.07 | 577.42 | S116.13 [ $154.84 | $232.27
LEAVE
VACANCY
HOLIDA YS/SNOW DAYS
TOTAL WEEKLY RATE $58.07 | $77.42 | $116.13 | $154.84 | $23227
DAILY RATE (WEEKLY RATE /7) $830 | $11.06 | $1659] $22.12| 83318

PROVIDER AVERAGE ACTUAL COST ‘

BASED ON FY 07 DATA DAY MATRIX
SUPERVISION/ ASSISTANCE

= 1 2 3 4 g
AVERAGE ACTUAL PROVIDER DIRECT
CARE HOURLY PAY RATE $11.33
(rate as reported in draft CSRRC report)
WEEKLY HOURS PER CONSUMER AS
DEFINED BY DDA 5] 6.6666667 10] 13.333333 20
WEEKLY HOURS X DDA RATE $56.65 87553 | $113.30 | $151.07 | $226.60
DDA PERCENTAGES APPLIED
FRINGE (27.2%) 51541 $20.55 $30.82 $41.09 $61.64
SUBTOTAL $72.06 $96.08 | $144.12 | $192.16 | $288.24
LEAVE
VACANCY
HOLIDAYS/SNOW DAYS
TOTAL WEEKLY RATE $72.06 $96.08 | $144.12 | $192.16 | $288.24
DAILY RATE (WEEKLY RATE /7) $10.29 $13.73 $20.59 $27.45 $41.18

VARJIANCES

DAY MATRIX
SUPERVISION! ASSISTANCE

| z 3 4 i

DAILY RATE VARIANCE (s2.00) (5z.67) (sa0my| (zsam|  pseon)
% VARIANCE “40% | -240%|  craa%|  czdase| 2w

ANNUAL DOLLAR VARIANCE DUE TO J

RATE (S4%R) (S664) (5995) (51,327) [S:I.‘?‘?I}[

PROVIDER ACTUAL WEEKLY HOURS

COVERED BY FPS RATE 4.03 537 RN 10.74 1612

WEEKLY HOUR VARIANCE {0.97}) {1.2m) (1.94)) [z {3.58)

6/2/2008 C:\Documents and Settings\Cynthia Guarino\My Documents\Lydia's stufiFy 08 Rate Analysis - FPS - Day Final




DDA PAYMENT STRUCTURE

FY 08 RESIDENTIAL MATRIX
SUPERVISION/ ASSISTANCE

I 1 2 3 4 5
DDA DIRECT CARE HOURLY PAY RATE
USED IN CALCULATION £0.12
WEEKLY HOURS PER CONSUMER AS
DEFINED BY DDA 6.6667] 13.3333 24 40 58
WEEKLY HOURS X DDA RATE $60.80 | $121.60 | $218.88 | $364.80 $528.96
DDA PERCENTAGES APPLIED
FRINGE (26.21%) $15.94 $31.87 $57.37 $95.61 | $138.64
SUBTOTAL $76.74 | $153.47 | $276.25 | 3460.41 $667.60
LEAVE (7.35%) $5.64 $11.28 $20.30 $33.84 $49.07
VACANCY (9.99%) $7.67 $15.33 $27.60 $46.00 $66.69
HOLIDAYS/SNOW DAYS (4.29%) $3.29 $6.58 $11.85 $19.75 $28.64
TOTAL WEEKLY RATE $03.33 | $186.67 | $336.00 | $560.00 $812.00
DAILY RATE (WEEKLY RATE/ 7) $13.33 $26.67 $48.00 $80.00 | $116.00

PROVIDER AVERAGE ACTUAL COST

BASED ON FY 07 DATA RESIDENTIAL MATRIX

SUPERVISION/ ASSISTANCE

I 1 2 3 4 S

AVERAGE ACTUAL PROVIDER DIRECT
CARE HOURLY PAY RATE $11.33

(rate as reported in draft CSRRC report)

WEEKLY HOURS PER CONSUMER AS
DEFINED BY DDA 6.6667| 13.3333 24 40 58

WEEKLY HOURS X DDA RATE §75.53 | $151.07 | $27192| $453.20 $657.14

DDA PERCENTAGES APPLIED

FRINGE (26.21%) $15.80 $39.59 $71.27 | $118.78 | $172.24
SUBTOTAL $95.33 | $190.66 | $343.19 | $571.98 | $826.38
LEAVE (7.35%) §7.01 $14.01 $25.22 $42.04 $60.96
VACANCY (9.99%) $9.52 $15.05 $34.28 $57.14 $82.85
HOLIDAYS/SNOW DAYS (4.29%) $4.09 $8.18 $14.72 $24.54 $35.58
TOTAL WEEKLY RATE $11595 | $231.90 | $417.42 | $695.70 |$1,008.77
DAILY RATE (WEEKLY RATE /7) $16.56 $33.13 $59.63 $99.39 | $144.11
RESIDENTIAL MATRIX

SUPERVISION/ ASSISTANCE

| 2 3 4 g

DAILY RATE VARIANCE ($323)| (s6.46)| (511.63)] (519.39)| (528.11)
% VARIANCE 24.2%| -242%| -24.2%| -24.2%) -242%
ANNUAL DOLLAR VARIANCE DUE TO
RATE $1,179)| (52,359 (54.246) (57,076)| (510.260)
PROVIDER ACTUAL WEEKLY HOURS
COVERED BY FPS RATE 537 10.73 19.32 32.20 46.69 -
WEEKLY HOUR VARIANCE 30 @6y w@em| (sn] @13

6/2/2008 C:ADocuments and Settings\Cynthia Guarino\My Documents\Lydia's stufiFY 08 Rate Analysis - FPS - Residential Final




APPENDIX #16 =

Somerset Community Services ) ) 4
FY 08 ONE TO ONE ANALYSIS Payfor 30 hrs but provide §0hr§ P I T

: i assumes level 5 includes 20 hrs of support
FY 08 Day Program Rate

Rate for 5x5 Days Annual

Consumer 48.77 240 11,705
Admin 30.49 240 7,318
Total 19,022
Add on Rate Hours/wk Week Day Annual

16.19 30 48570 87.14 23,314
Total direct care reinbursement for one to one consumer getting 30 add on hours at 5/5 rate

35,018 E
EXPENSE

Total Costs to Hire a One to One Staff for 50 hours (1-1 for day and transportation)
30,888 annuai salary for 50 hours per week at $10.80/hour
440000  heaith insurance :
238293 fica ks
617.76 Ul 2%
826.64 WC 3%
1,54440  Pension 5%
40,738.73 Total

(5.721.33)  Net of revenue less expanses for one to one day staff

1
’




APPENDIX #17

TESTIMONY
DDA Rate Payment Task Force
April 16, 2008

Day 1:1 Add On

Funding Shortfall
I am Vicki Callahan, Executive Director of Opportunity Builders, Inc., a non profit
vocational training agency in Anne Arundel County that serves approximately 310
individuals annually. We are currently serving 14 individuals with significant medical or

behavioral needs with Add — On for 1:1 supports.

1 am here to share my concerns about the funding shortfalls that we experience when we
serve an individual with a 40 hour 1:1 add on. The attached spreadsheets show the costs
to OBI for a entry level 1:1 and an employee who has completed 3 yeas of service. As
you can see the shortfall is substantial. This shortfall in funding then forces us to use

other funds to cover this shortfall potentially affecting the quality of other services.

It is imperative that this funding issue be addressed to cover true expenses, so that all
other funding can be used to provide the quality services and supports all individuals

deserve.




Fundng Issue for Day Service 1:1

Employee Entry Level
FICA

WC/UE

Pension ( 0 - 3 years) 2%
Health/Dental

Life / Disability

Legal Services

$23,295.00
1,782.07
698.85
465.90
4,5660.00
480.00
120.00

N Nh D HYH

DDA FUNDING FOR SALARY
DDA FUNDING FOR BENEFITS

OBI SALARY SHORTFALL

OBI BENEFIT SHORTFALL

OBI TOTAL LOSS

Employee 3 yr Level
FICA

WC/UE

Pension ( 3 - 9 years) 4%
Health/Dental

Life / Disability

Legal Services

$24,273.00
$ 1,856.88
$ 728.19
$ 97092
$ 4,560.00
$ 480.00
$ 120.00

DDA FUNDING FOR SALARY
DDA FUNDING FOR BENEFITS

OBl SALARY SHORTFALL

OBI BENEFIT SHORTFALL

OBI TOTAL LOSS

$

$

Benefit
Totals
8,106.82

26%

Benefit
Totals
8,715.99

26%

OBl Benefit
Percentage
35%

$ 18,970.00
$ 5,138.00
$ 4,325.00
$ 2,968.82
$ 729382

OBl Benefit
Percentage
36%

$ 18,970.00
$ 5,138.00
$ 5,303.00
$ 3,577.99
$ 8,880.99




APPENDIX #18

Analyses of FY 2007 DDA Cost Reports
5 May 2008 DRAFT — Not approved by the Commission

Executive Summary

Providers appear to be consistently incurring losses on day and supported employment programs.
These losses may be due to increased transportation costs. Residential services generally
operated at a slim positive margin in 2003 and 2006, and a slim negative margin in 2004, 2005
and 2007. Community Supported Living Arrangements (CSLA) services were generally
profitable in 2007, as was the case in prior years. It should be noted that these results are in
aggregate, and that individual providers may be losing money on a service when the aggregate
result is a profit, and vice versa.

Introduction
The CSRRC is required by its enabling legislation to:

Review the data reported in the Developmental Disabilities Administration
Annual Cost Reports and use the data to develop relative performance measures
of providers.

To this end 111 Cost Reports for fiscal year 2007 were obtained from the Developmental
Disabilities Administration (DDA), key fields from these cost reports were extracted and input
into a database for analysis, and the analysis described in this report was then carried out.

To avoid any misunderstanding it will be worthwhile to discuss how the term “relative
performance measures” is being interpreted for this purpose. The cost reports provide data on
costs, revenues and utilization, so the performance measures that can be generated using the Cost
Reports are necessarily financial and utilization measures. Accordingly, the measures that result

are comparisons of providers with one another. As such they do not represent comparison with
some objective standard. It will not be possible to develop outcomes measures from these data.

Questions to be addressed

Some specific questions will be addressed by this analysis. The first item will be to provide
some general descriptive information regarding the range of services provided. The second will
be the relative profitability of the different types of services provided, i.e., day services,
residential services, employment services, and CSLA, in total and by provider. The FPS includes
two components to rates: a client component that varies depending upon client needs, and an
administrative component that is a fixed amount per day for the particular service. In response to

the directive to study transportation costs the transportation costs and mileages will be studied.




Analysis and results
Descriptive statistics

The following table presents some summary statistics from the Cost Reports. In this table
medians are presented rather than means as they are less influenced by outliers.

Table 1: Summary statistics, fiscal year 2007

CSLA Residential Day Employment
# of providers 64 86 60 05 i
Median Margin 2006 9.33% 0.54% -0.20% -5.20%
Median Margin 2007 7.65% -0.97% -2.67% -4.43%
Median Cost/Day $77.71 $204.40 $77.42 $66.51
Percentage of revenue 9% 61% 19% 1 11%
T

These data suggest that providers are profiting from the provision of CSLA services, and are
generally losing money on supported employment services. These results are generally consistent
with the results found for fiscal years 2002 through 2006. CSLA services were implemented
relatively recently, and recently enrolled clients are reported to be more profitable than clients
who have been with a provider for an extended period of time. The payments for CSLA
comprise only about 10% of the total expenditures on community services.

Transportation costs

The FY 2003 Cost Report was the first in which detailed data on transportation costs and
utilization were collected. These data were examined and large differences among providers in
transportation costs were noted. However, due to problems with the data reported the analysis of
transportation costs was delayed. The quality of the transportation data did appear to be
somewhat improved in the FY 2004 Cost Reports, although there were still some obvious
problems. The survey forms and instructions were substantially revised for the FY 2005 survey
to reduce any ambiguity as to what should be reported. The FY 2007 Cost Report used the same
forms as the FY 2005 and 2006 Cost Reports. While the data have improved over time, there are
clearly inconsistencies in the ways in which the transportation cost data are being reported, so the
results presented below should be interpreted with caution.

The following tables provide summaries of the transportation costs per day and per mile.




Table 2: Transportation cost per client per day

Day Supported CSLA Residential
Employment
Median FY 2006 | $11.99 $8.94 $2.92 $6.77
Median FY 2007 | $11.85 $9.11 $3.51 $7.09
Table 3: Transportation cost per mile
Day Supported CSLA Residential
Employment
Median FY 2006 | $1.58 $1.02 $0.72 $0.61

Median FY 2007 | $1.71 $0.92 $0.72 $0.73

Caveats and comments

Transportation costs are a major issue for day and supported employment services. For .
residential services providers the transportation requirements are smaller, and more varied in
their nature, with transportation of residential clients to day programs generally being provided
by the day program.

The data still show substantial variation between providers in the costs. By reporting medians the
impact of these variations is reduced, but not eliminated.

The capital cost for vehicles is based on depreciation. This underestimates the real cost in that it
does not account for inflation. Also, many providers are likely to have vehicles that are fully
depreciated so are not contributing any depreciation cost.

Conclusions

Providers appear to be incurring losses on day and employment programs. These losses may be
due to increased transportation costs. Residential services operated at a slim positive margin in
2003 and 2006, and a slim negative margin in 2004, 2005 and 2007. CSLA services were
generally profitable. Even in services in which the median margin is positive there are still a
substantial number of providers with negative margins, and conversely for services in which the
median margin is negative.

C:Amyfiles\csrre_fy2008\Cost_report_2007.doc




APPENDIX #19
C-H-1I Centers Inc.

Supporting people with disabilities since 1948

Kenneih 5. Savell, Exq. Alan Lovell, Ph.D,
President Chizf Executive Officer

April 23, 2008

Mr. Jim Johnson, Deputy Secretary
for Operaticns
Department of Health and Mental Hygiene
201 West Preston Street
Baltimore, MD 21201

Dear Jim:

I would like the Department of Health and Mental Hygiene to
support the language in the current solutions of the
Developmental Disabilities Administration Wage Task Force.

I would like for bullet two to reflect the following:

nThere should be equitable rates based on recommended
geographical or programmatic differences to reflect
costs approved by the Developmental Disabilities
Administration."

Sincerely,

(oo

Alan C, Lovell
Chief Executive Officer

1050} New Hampshire Avenue, Silver Spring, MD 20903.1122
Tel 301,445.3350 Fax 301.439.8117 TDD 301 A39.5366
www,CHICenters.org Email Info@ CHICenters.org

- The Rehabilitation Accredisation Commission (CARF)
United Woy Agency #8059
Combined Federnl Campoign #2709




